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“The Lamp Is Still 


In “The Lamp Is Still Ours,” page 8, Mrs. Henri- 
etta A. Loughran discusses the idealistic and prac- 
tical aims of the nursing profession. Besides her 
role as dean of the University of Colorado School 
of Nursing, Mrs. Loughran has served on the Nurs- 
ing World editorial board since 1952. She holds 
a B.S. degree, a Certificate in Public Health Nurs- 
ing, an M.S. degree in Bacteriology and Nursing 
Education from the University of Washington, and 
was elected to membership in Phi Beta Kappa. 
Mrs. Loughran’s contribution to literary annals is 
the book, Principles and Practices of Clinical In- 
struction, which was published in 1941. 


Ruth Boyer Scott, R.N. B.S., presents the second 
article in her series on overseas nursing entitled, 

“Air Force Nurses On and Off Duty in an Overseas 
Hospital.” The article appears on page 15 and tells 
of the comprehensive nursing experiences available 
to Air Force nurses serving overseas, as well as the 
many opportunities these nurses have for travel and 
sightseeing. Mrs. Scott is a graduate of the Uni- 
versity of Washington with a B.S. in nursing. She is 
employed by the National Institutes of Health 
where she composes booklets on neurological dis- 
eases and blindness for the layman. 


Sol Adler is the author of “Stuttering—A Complex 
Problem” on page 18. In this article he tells us how 
the nurse can aid the stutterer to adjust to his speech 
difficulties and to differentiate real speech impedi- 
ments in children from typically childish ones. Dr. 
Adler received his doctorate at Ohio State Univer- 
sity in 1956. Today he is Professor of Health Edu- 
cation at East Tennessee State College in Johnson 
City, Tennessee, and has been director of the Speech 
and Hearing Clinic at the university since 1956. 
Dr. Adler’s article on stuttering has been cited as a 
comprehensive and incisive study on the problem 
of stuttering and its consequences. 


Beatrice Brooks, R.N., Ed.D., specializes in research. 
Her article entitled, “Student Attitudes: How They 
Differ,” which appears on page 28, is the second 
in a series which discusses the attitudes and back- 
grounds of students in the various nursing programs. 
Miss Brooks graduated from Beth Israel Hospital 
School of Nursing, received her B.S. from Hunter 
College, and her Ed.D. from New York University. 
She has been awarded the Special Research Fellow- 
ship from the cy ngs of Health, Education 
and Welfare, and the National Institute of Mental 
Health Fellowship for Clinical Training in Psychi- 
atric Mental Health Nursing. 
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Progress and Developments 


Nurses Test for T.B.—The NLN has 
mnounced that nurses will be called 
upon in increasing numbers to admin- 
ster tuberculin tests. The nurse will 
idminister the test and observe and 
record her findings. She will make no 
diagnosis herself; that will be left to 
the physician. Case detection through 
tuberculin testing is the sole means we 
have today for identifying infected 


persons. 


Standards of Practice—The regulation 
ad control of nursing practice is 
achieved in two ways: by law and stand- 
ards set up by nurses themselves. Each 
state sets up its minimum requirements 
for the pratice of nursing through licen- 
sure; the nursing practice act defines 
the scope and limits that each nurse has 
within her profession. Unlicensed per- 
sns are prohibited from practicing 
aursing. Professional nursing organiza- 
tions work constantly to upgrade stand- 
ads beyond those outlined by the law. 


Nurses and Health Insurance—in ac- 
cordance with ANA’s belief that nurs- 
ing care should be an integral part of 
health insurance plans, a statement of 
uch principles was recently approved 
asa guide for insurance companies or 
government institutions preparing such 
plans. The statement covers such items 
as when nursing service should be in- 
cduded as a benefit, the conditions under 
which it should be made available, etc. 


Professional Liability Insurance—A new 
insurance plan has been made available 
as part of the ANA’s Economic Security 
Program for nurses. This insurance con- 
tract—between ANA and the Globe In- 
demnity Company—gives the nurse com- 
plete coverage regardless of her field of 
tursing or where she may travel. The 
tew policy provides broad protection 
ita basic premium rate of $7.50 a 
year; a three-year policy may be pur- 
thased at even greater savings. For in- 
formation about the ANA Professional 
liability Insurance Plan, write to the 
Economic Security Unit, American 
Nurses’ Association, 10 Columbus Circle, 
New York 19, New York. 


NLN Announcement—The NLN Com- 
mittee on the Accreditation of Hospital 
Schools of Nursing in conjunction with 
American Hospital Association have 
decided to formulate a new procedure 





INE 1960 
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to determine a diploma program’s 
readiness for NLN accreditation. They 
are working on ways of simplifying the 
accrediting procedure and _ stabilizing 
financing for the NLN accreditation of 
hospital nursing schools, In addition, 
they have decided to re examine already 
accredited programs at the end of six 
years. 


Achievements in Nursing 


Men in Nursing—Leonard F. Stevens, 
chief nurse of the St. Cloud, Min- 
nesota Veterans Administration hos- 
pital, strongly advocates nursing as a 
profession for men. He points out that 
men have taken many key nursing posi- 
tions in veterans hospitals, especially in 
psychiatric divisions. 


School Nurses—The median annual 
salary of school nurses employed by 
urban school districts in the 1958-59 
school year was $4,890, according to 
the National Education Association. 


The salaries varied from state to state 
and from region to region. 


Runzheimer Schedules—Schedules of 
Automobile Allowance can be ordered 
through ANA. The schedules itemize 
both fixed and variable costs involved 
in operating a car in a particular state. 
These schedules have been found useful 
in developing and revising transporta- 
tion clauses for nurse-owned cars in 
ANA’s minimum employment standard. 


Research Report—Margaret M. Foley, 
secretary, Conference of Catholic 
Schools of Nursing, has reported that 
the past ten years have seen many 
changes in Catholic schools of nurs- 
ing. Today, she reports, there are 323 
schools offering 326 programs with a 
total enrollment of 34,312 students. 
Diploma programs continue to be in the 
majority although there has been a 20 
per cent increase in degree programs. 
Despite an 8.3 per cent drop in Catholic 
schools of nursing, total enrollment has 
risen 10.1 per cent. 


Research Grants 


New Research Project—A grant has 
been given New York State by the 
(Continued on page 32) 
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INCE NURSING is a _ profession 
serving all of mankind, it is al- 
ways rewarding to hear of its progress 
not only on American soil but on far- 


distant shores as well. In an article 
titled “My Visit to Taiwan,” which ap- 
peared in the February issue of Na- 
tional Business Women, Dr. Minnie L. 
Maffet, a former president of the Nation- 
al Federation of Business and Profes- 
sional Women’s Clubs, appraises current 
medical and nursing care given to the 
people of free China. “That once war- 
ravaged island,” reports Dr. Maffet, 
“has in the short span of a decade been 
converted by the freedom-loving Chi- 
nese Nationalists into the show-place 
of Southeast Asia.” 

In her article, the author describes 
modern nursing innovations made pos- 
sible from contributions donated by 
members of business and professioual 
clubs in the U.S. She states that the 
organization raised over $130,000 to 
train Chinese nurses, first in the interior 
during the Japanese occupation, and 
later at Shanghai when the Communists 
captured the mainland. General Chow- 
Meiyu (a woman), director of the 
National Defense Medical Center has 
commented that the nursing school 
could not have been started without 
American funds. The 1958 annual re- 
port of the American Bureau for 
Medical Aid to China, revealed a total 
enrollment of 327 students in this school. 

Dr. Maffet presents a glowing por- 
trait of Chinese nurses at work in 
Taiwan (called Formosa by the Por- 
tuguese), where she toured the “beauti- 
ful countryside, provincial nurses’ train- 
ing centers, school and homes where 
teaching at the ‘grass roots’ by the 
Visiting Nurses was in evidence.” At one 
home, she saw in operation a sanitation 
project that was conducted by the 
nurses. Here the walls were white- 
washed, and light was provided; covers 
were made for containers of food. “On 
a shelf,” Dr. Maffet declares, “we were 
shown with evident pride individual 
drinking cups and personal tooth 
brushes.” 

During a visit to the schools, the 
author observed hygienic measures in- 
stituted by the nurses. A program of 
personal inspection was supervised by 
monitors who checked the clothing, 
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hands, nails, necks and ears of the chil- 
dren. On every desk was a clean 
handkerchief and individual drinking 
cup. 


The Nurse’s Role 


Nurses play an important role in 
health care in Taiwan. Dr. Maffet was 
charmed by these enthusiastic young 
women who were garbed in blue uni- 
forms and large hats which protected 
them from the sun and rain. “. . . They 
brought out their bicyles with small, 
black medical kits attached to the han- 
dlebars,” she reports, “in readiness for 
their assigned duties to rural homes 
and schools, many of which had never 
seen a doctor or a nurse prior to a dec- 
ade or so ago...” 

According to the article, Health Cen- 
ters are functioning in all sixteen coun- 
ties and five municipalities. In both 
city and rural areas, they provide the 
people with maternal and child welfare 
care, Visiting Nurse service and other 
public health programs. In addition, 
they teach the natives proper nutrition 
and sanitation. 

Although health has taken a big step 
forward in Taiwan, Dr. Maffet cites the 
poor accommodations in the nursing 
school. She concludes the article with an 
appeal to members of business and 
professional clubs for contributions to 
better housing for these Chinese nurses. 


Care of the Dying 


What others are saying about nurses 
on this side of the Pacific may interest 
readers in “You Will See Death .. .,” an 
article published in the March 21 issue 
of Newsweek. The article describes an 
unusual course for third-year student 
nurses, currently offered at University 
of California School of Nursing in Los 
Angeles. The course—whose formidable 
theme is death—is designed to help 
students understand and resolve emo- 
tional problems that arise when caring 
for the dying. Instructors during the 
16-hour program include psychiatrists, 
social scientists and theologians. UCLA 
psychiatrist, Dr. Charles Waahl re- 
marked that a nurse who is “morbidly 
afraid” of death should not be in the 
profession. 


AS OTHERS SEE IT 


by SHIRLEY HOPE ALPERIN, R.N. 


The article reports a hospital incident 
that occurred in the summer of 195% 
when a 20-year old student nurse be. 
came hysterical after her seven-year old 
patient had died of leukemia. At the 
time, the student cried out, “It’s wrong, 
She shouldn’t have died.” 

This touching scene was brought to 
the attention of authorities at UCLA 
nursing school, including Assistant 
Professor of Psychiatric Nursing, Estelle 
Dunlop who suggested that they in 
stitute the new course for students, 
Since that time, it has become invalv- 


able. 


Reactions Toward Death 


According to the article, students 
when exposed to the grim reality of 
patients’ dying, react in different ways. 
“Some have an infantile sense of guilt 
at having failed when a patient dies,” it 
states. “Some become angry, feeling 
that the patient has ‘rejected’ their care. 
As a result, they tend to flee, to avoid 
relatives, to become harsh and rude, 
all as defenses against personal involve- 
ment in the tragedy.” 

Newsweek notes that the UCLA 
course not only trains nurses in the 
mechanics administered after death, but 
it also tries to bring into the open the 
emotions and tensions brought forth 
during this period; it cautions the 
student not to be “bright and cheery 
out of context” when attending a ter- 
minally ill patient, nor should she with- 
draw from the person as a human 
being. The course helps to prepare her 
for exposure to unpleasant reactions 
from the moribund patient because he 
becomes “more narcissistic, demanding, 
selfish and infantile.” When the nurse 
understands his behavior, she can then 
explain her own feelings. 

According to Newsweek, the course 
has encouraged students to relate their 
own fears about death. It has also 
helped them to communicate more 
effectively with the dying and his family 
as well. 


The VNA of Boston 


In the March 15 article, “Everybody's 
Favorite Nurse,” Look lauds the Visit- 
(Continued on page 32) 
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NURSING — As Nurses See It 


N THE April issue of Nursing World,1 
| a report was made on the findings 
of the Sub-Committee on Nursing 
Problems for the Medical Society of the 
County of New York. The report was 
entitled, “Nursing Care for Patients— 
Dilemma 1959.” Mrs. R. Louise Mc- 
Manus, head of the Department of Nur- 
sing Education at Teacher’s College, 
Columbia University in New York, has 
retorted to the Sub-Committee’s report 
with an open letter to Dr. William A. 
Cooper, chairman of the Sub-Commit- 
tee that published Dilemma 1959. 

Mrs. McManus opens her letter by 
stating, unequivocally, “that the Sub- 
Committee—in effect, whether or not 
by intent—would turn the nursing clock 
back a quarter of a century or more.” 
She says that in the Sub-Committee’s 
report, no mention was made of the in- 
creased burden of today’s nurses stem- 
ming from the growth of medical ser- 
vices in general (thus furthering the de- 
mand for nurse education), Hence the 
nurse alone cannot be held responsible 
for over-all inadequacies in patient care. 
Furthermore, “the Sub-Committee un- 
dertook to recommend a sweeping re- 
organization of another profession’s 
educational system without consultation 
(at least none that has been credited 
on the title page) from either nursing or 
general education.” 


Progress in Nursing 


Much has been accomplished by the 
nursing profession, Mrs. McManus ex- 
plains. The estimated 460,000 
registered nurses now active in the 
United States are more than nine times 
the number available half a century 
ago.” Nurses are trying to keep pace 
with advances in all types of medicine, 
and with the increased burdens being 
made upon them by now having to give 
“treatments prescribed by the physician 


INursing World, Vol. 134, No. 4 (April 
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Here is a response to accusations that have been hurled 
fat the nursing profession on the grounds that it has not 


fulfilled present-day needs for nursing care. 


that he himself once gave.” Today, the 
need is not simply “the mere multipli- 
cation of hands and feet” in the nursing 
profession; rather it is the need for “bet- 
ter management of medical as well as 
nursing services, more effective utiliza- 
tion and supervision of available nursing 
skills, abler teaching and assimilation 
of new materials into curricula, and 
clearer differentiation among kinds of 
nurses and the services each ty - is pre- 
pared to give safely and w ell . 

Nursing services in the 1930's, which 
the Sub-Committee’s report cited as be- 
ing the “finest nursing care,” is greatly 
exaggerated, Mrs. McManus says. The 
depression, subsistence wages paid 
nurses in hospitals, and the relatively 
simpler role of the nurse in those days 
is not something to be emulated. Cer- 
tainly, the scope of professional nursing 
has gone way beyond that in every way, 
so let’s not harken back to “the dear, 
dead °30’s.” 

The Sub-Committee also states that 
the community college program “was 
developed as an alternative to collegiate 
nursing.” Mrs. McManus replies that 
“the two year program has been de- 
veloped as an additional, different, and 
speedier way to help meet the needs of 
society for more nurses . It is nota 
‘compromise between the ideology of 
collegiate education for all nurses and 
the impracticality of that ideal,’ as the 
Sub-Committee state, because no such 
ideal exists.” The community college 
program offers to persons who prefer a 
two-year college program to the three- 
year hospital school program the op- 
portunity to become nurses. 

The Sub-Committee’s further state- 
ment that the graduates of two-year 
nurses’ training programs “need six to 
twelve months of hospital experience be- 
fore they become qualified bedside 
nurses” is untrue. The New York Uni- 
versity-Bellevue Medical Center, for ex- 
ample, finds that a six-week orientation 
program which it provides for all staff 





nurses upon employment is sufficient 
orientation for the two-year graduates. 


Lack of Documentation 


On the Sub-Committee’s presenta- 
tion of nursing education costs, Mrs. 
McManus again deplores the lack of 
documentation and _non-identification 
of sources. Furthermore, they fail “to 
differentiate clearly between instruction- 
al costs and living costs; between costs 
to hospital or college and costs to the 
student.” 

The Sub-Committee’s presentation 
lacks further cohesion by its curious use 
of logic in stating that “the nursing 
shortage ‘adds greatly to the cost of 
medical care . . . in dollars.’” In reality, 
patients do not pay for services they are 
not rendered. And, certainly, the nurs- 
ing profession cannot be held respon- 
sible for shortages that “exist in nearly 
all kinds of health personnel, including 
physicians.” 

The Sub-Committee makes a general 
assumption that “a policy of college de- 
grees for all nurses” prevails throughout 
the nursing profession, thus nullifying 
the immediate purpose of the profession 
which is to provide bedside care. Mrs. 
McManus replies: “ . Only if good 
education is offered can nursing schools 

attract a sufficient number and 
requisite quality of persons into nurs- 
ing and prepare them for the different 
roles that nursing must play in the act- 
ual health services of today and tomor- 
row ... A sound education for nursing 
(like medical education) stays close to 
clinical experience, while at the same 
time providing some of the general so- 
cial and scientific background so es- 
sential to modern nursing.” Certainly 
this denies the assumption that prospec- 
tive nurses are being led away from 
their basic duties and, instead, being 
put in an ivory tower of theory and 

ideals. 
(continued on page 32) 
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Florence Nightingale’s celebrated Lamp has 


long remained a symbol of the distinguished 


knowledge, ability and devotion with which 


nurses have served their profession. 


The Lamp is Still Ours 


by HENRIETTA ADAMS LOUGHRAN, R.N., MLS., 
Dean School of Nursing, University of Colorado 


“> Florence Nightingale came back 
to life and went to work in a mod- 
ern hospital,” a student nurse said re- 
cently, “she’d have somebody else carry 
her lamp.” 

Edith Aynes, retired Army Nurse 
Corps major and now on the staff of 
the Professional Education Division of 
the National Foundation for Infantile 
Paralysis, cites support for the student's 
idea that the lamp has been passed into 
other hands.* Writing in the March 
1958 issue of the Modern Hospital, Ma- 
jor Aynes’ article entitled, “Wanted: 
Nurses Who Carry Their Own Lamps” 
caused some consternation. 

I would like to give you my reasons 
for believing that The Lamp is still ours 
and suggest the conditions under which 
it will remain ours. 

There are three main points of view 
from which we may examine the con- 
troversy about The Lamp. 


The Skilled Manager Expert Nurse 


There are those who see graduate 
nurses as the hospital administrators’ 
assistants who operate the nursing serv- 
ice of clinic, ward, and clinic unit 
from the administrative office. They are 
judged to have relatively little time for 
the direct guidance of technical nursing 
assistants or for the individual physician 
and patient. Professional nurses should 
continue in management and clinical 
expert positions, make clear their rea- 
sons for doing so, and recognize con- 
ditions under which this may be pos- 
sible. 


The Professional Bedside Nurse 


I agree with those practitioners who 
emphasize the necessity for the pro- 
fessional bedside nurse who serves as 
the doctor’s assistant, the patient’s sup- 
port, and acts as guide to her assistants 
on the nursing team. 


*This article was adapted from a speech 
delivered in front of the Iowa League for 
Nursing on April 7, 1960. 
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Can we believe that enough profes- 
sional nurses can be educated each year 
to increase the existing nurse supply 
sufficiently to meet the predicted popu- 
lation explosion and the increasing de- 
mand of patients, doctors, hospitals, and 
other health agencies? 

Can a high enough proportion of 
professional nurses be maintained to 
keep all important bedside services in 
the nurses’ hands? 

Can we understand and help those 
who wish to rigidly define the tasks 
which a practical nurse or aide may per- 
form for the patient, for fear that an 
uncontrolled delegation of “important” 
nursing functions to sub-professional 
assistants may result in a dangerously 
low standard of patient care? 

There are no answers for these ques- 
tions now, but the current use of nurse 
power and the measures used to esti- 
mate usage, supply, and demand for 
personnel assigned to various levels of 
nursing service should be also ques- 
tioned. 


The Nurse Educator 


It is commonly believed that society 
will, in the long run, secure the kind 
of service it wants and for which it can 
pay. This is true of nursing service. It 
is also accepted that the only people 
who can say how such service can be 
produced through education are those 
experts within the professions who are 
to render service. 

Nobody questions the fact that 
nurses need education; but everybody 
is trying to prescribe the kind and 
amount of education and the place 
where it is to be secured. 

Are the nursing profession and the 
nurse educator going to pass the lamp 
to the technical trainer or the medical 
practitioner, or even to the behaviorial 
scientists? Certain evidence points to 
the opposite direction to support the 
belief that the educator’s lamp will re- 
main with the nurses. 

Finally, may we look again at the 
symbolism of The Lamp and the con- 








ditions under which it may remain in 
our hands, with respect to the three 
viewpoints disclussed previously. 

Can the skilled manager-expert nurse 
keep her lamp? 

First let us look at nurses in manage- 
ment positions as administrators, super- 
visors, or head nurses. Should nurses 
fulfill those functions? Could hospital 
administrators find an effective substi- 
tute and free the nurse for direct patient 
care? 

Recently I received a letter from a 
nurse in a South American hospital who 
asked my opinion about a form of hos- 
pital nursing service administration 
where each clinical area was headed by 
a chief phys‘-ian or surgeon who di- 
rected all work of the nurses on his 
service. There was evidently no head of 
the hospital nursing as a whole at her 
hospital. Let us look at this situation by 
the light of Florence Nightingale’s 
Lamp. History records somewhat the 
same type of English military hospital 
organization at the beginning of the 
Crimean War. 

When Florence Nightingale arrived 
on the scene with her nurses, backed 
by authority conferred upon her by the 
British Home Government, a new ad- 
ministrative element was added. She 
could make it possible for nurses under 
her direction to care for soldiers. She 
could take a candle in a square glass 
lantern, examine the sanitary condition 
of the wards, the nourishment provided 
the soldier, the physical care he had re- 
ceived, and hear direct reports from 
nurses. She could listen to anxieties of 
some troubled souls and provide a 
modicum of relief by writing letters 
home. 

Nurses of her choosing, with other 
aid provided through the military, gave 
soldier-side care. In other words, Flor- 
ence Nightingale was an administrator 
who helped in hospital policy formu- 
lation as well as a supervisor and co- 
ordinator of the other nursing service 
which could be supplied under Crimean 
War conditions. The world knows what 
was accomplished. 
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Now look at her later life to see the 
danger in separating policy formulation 
and administrative authority and re- 
sponsibility from those best qualified to 
judge and supervise its operation. 

Nurses who have read a recently 
published biography of Florence Night- 
ingale or the letters she wrote to gov- 
emment officials after the Crimean War 
recognize the weakness of her post-war 
position. While she was commissioned 
by the British Government to make 
studies and recommendations on health 
and sanitary conditions in India, and 
developed a plan which might have 
been beneficial, she could not find a 
channel of authority through which this 
plan could be carried out. 

Indeed, Florence Nightingale’s scold- 
ing letters read somewhat like the com- 
plaints of the modern nursing service 
director who is on the opposite horn of 
the dilemma. Delegated limited author- 
ity and not accorded a place at the Hos- 

ital Administrators’ council table or 
consulted by the Medical Executive 
Committee, the nursing service direc- 
tor must put into operation a polic 
formulated and fixed by others which 
depends for its execution upon the nurs- 
ing service for which she is held 
responsible. 

Edith Aynes makes a plea for a nurs- 
ing service operation with all its person- 
nel under the direction of a chief nurse 
with authority commensurate with her 
responsibility to coordinate all aspects 
of the nursing service. She questions the 
transfer of divided responsibility used 
on the wards of World War II hospitals 
now fallen into disuse, to the operation 
of today’s civilian hospitals. However, 
she points to the need for professional 
nurse leaders well prepared for man- 
agement function in the positions of 
nursing service administrators, expert 
supervisors, and head nurses. 

Florence Nightingale’s administrative 
lantern will remain in the hands of our 
nursing experts only if they keep them- 
selves adequately prepared for the trust. 
Hospital administrators can find no ef- 
fective substitute for the expert nurse 
and the doctor is quick to acknowledge 
the contribution which such a colleague 
makes on the health services administra- 
tive team. 

What is the patient-side nurse doing 
with The Lamp that symbolizes quality 
nursing service and dedication to social 
talues above self interest? 

If we concede that one-third of pro- 
fessional nurses now in short supply 
must serve in management, faculty, and 
public health positions, how can the 
remaining two-thirds be best used? 
How can they be enabled to keep the 
light of professional nursing knowledge 
focused on the patient and his needs 
and, in doing so, make maximum use of 
their abilities and education function- 
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ing as colleagues of doctors and other 
professional health service workers? 

Remember, we are speaking of the 
professional nurse team leaders who, 
with their assistants, are caring for a 
limited number of patients. Do we know 
the conditions under which they are 
working? Answers are apt to be ex- 
pressed in the existing nation-wide ratio 
of 45 professional nurses to 55 non-pro- 
fessional nurse assistants, or in the ratio 
of nurses to patients, or hours of nursing 
service per patient per 24 hours—all use- 
ful as a statistical summary for census 
purposes. But does this indicate whether 
the graduate nurse is at her patient’s 
side or whether she is hiding her light 
under a bushel of non-nursing duties? 

Even if we accept the status quo of 
nurse supply, the basis for the hope that 
enough professional nurses can be edu- 
cated each year to meet additional nurs- 
ing needs (which may be the outcome 
of the predicted population explosion in 
the decade of the sixties) must be 
examined. Can a high enough proportion 
of professional nurses to their assistants 
be maintained to keep nursing activities 
in the professional nurses’ hands, or 
delegated, where the patient’s condition 
warrants it, to the assistants who are 
guided directly by them? 

Here again we have over-simplified 
the statement of our position in terms of 
census figures. The United States had 
258 professional nurses per 190.000 
population in 1956. Professional statis- 
ticians hoped for 300 in 1960 and 350 
by 1970. When, in “Nurses for a Grow- 
ing Nation,” census measurements were 
grouped by regions such as North At- 
lantic, mid-west, south, and west, varia- 
tions were found from 336 nurses per 
100,000 people in the North Atlantic 
states (and Colorado) compared to less 
than 200 in the southern region. 

Several questions might be asked 
somewhat facetiously: Are people sicker 
in the north Atlantic states (and Colo- 
rado) than elsewhere in the United 
States? Do more sick people migrate to 
these areas? Are more nurses produced 
there, do they migrate there, or marry 
and stay there? 

If nurse supply is not related to acu- 
ity of illness, are professional nurses be- 
ing used to render services which do 
not call for the exercise of professional 
abilities? Mrs. Wright’s study at Harper 
Hospital, Detroit, indicated that the 
professional bedside nurse in the gen- 
eral hospital situation did not have the 
opportunity to use her full professional 
capacities if her team had less than 12 
or more than 16 patients. But what were 
the conditions of those patients? In 
intensive care units, one nurse may be 
assigned to one patient around the 
clock. 

Other studies have failed to discover 
any one staffing pattern which would 


apply to a variety of hospitals. Perhaps 
the professional bedside nurse needs 
enough time with each patient to judge 
what portions of nursing care can be 
delegated to her assistants and what 
duties she should perform. Would the 
professional nurse be afraid to delegate 
even highly skilled tasks to her non- 
professional assistants if assessment of 
the patient’s condition and nursing 
needs were left to her judgment and if 
she were given the responsibility and 
the time to intervene immediately if the 
quality of her assistant’s care proved 
unsatisfactory? 

It is not known how the knowledge 
and the time of the professional nurses 
throughout our institutions and agen- 
cies are used. Practicing nurses must be 
involved in finding the answers to ques- 
tions on the quality as well as the quan- 
tity of nursing people are receiving. 
They must systematically investigate lo- 
cal situations, write the results and 
voice their opinions. A body of knowl- 
edge collected in this way can tell us 
where the professional nurse is practic- 
ing and how far the light of her knowl- 
edge and judgment is reaching, for the 
lamp is still here whether it is being 
used or left in a resting stage. 

Can the nurse educator continue to 
carry the traditional Lamp? 

In the past, nurse educators have 
kept Florence Nightingale’s traditional 
Lamp firmly in professional hands 
through many generations of students. 
They have hesitated to trust it to others 
even for brief portions of the curricu- 
lum. 

The natural and social sciences from 
which are drawn fundamental prin- 
ciples for application in nursing prac- 
tice have been labeled courses for 
nurses and taught by nurses. 

Recently it has been discovered that 
not all aspects of tradition are appro- 
priate to our times. With the growing 
need for a science as well as an art of 
nursing, the nursing profession turned 
to colleges and universities for assist- 
ance, and individual nurses were quick 
to respond. The 39th and 40th Annual 
Reports of the National League for 
Nursing Education, published in 1933 
and 1934 listed thirty references where 
nurses had used scientific principles 
and methods or experiments in deter- 
mining how nursing procedures and 
patient care could be improved. 

Dedicated individuals by study and 
experience developed scientific meth- 
ods and became experts in nursing but 
they did not record their knowledge 
in a form which made it available for 
others to use. 

Today the need of the professional 
nurse in leadership positions for higher 
education is widely acknowledged, and 
nurse educators have made programs 

(continued on page 33) 
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The college health program—in its inception and at the present—is aimed at meeting the 


objective of student health in a comprehensive and coordinated way. 


The Growth 
of the Total 


College 


HEALTH PROGRAM 


HIs paper is based on the premise 


that the college has a responsibility 
for student health. Health has been de- 
fined as “a state of physical, mental, and 
social well being, not merely the ab- 
sence of disease or disability.”! This is 
a broad definition of health, one which 
is becoming more and more accepted, 
and which is the basis for the 
modern, total college health program. 
Authorities seem to be in agreement 
that the college has an obligation for 
student health. Shea says that a com- 
mon student need, and one which is 
almost universally accepted as a goal 
of education, is for physical and mental 
health.? Justman and Mais list physical 
and mental health as one of the six 
common general goals of instruction 
which involve all students.* They say, 
“To the extent that education can 
foster good health through instillation 
of knowledge, habits, attitudes, and 
interests, it has an obligation to do so.4 
Wiseman states that health will always 
merit a leading place among the cardi- 
nal aims of education.’ Stiles 
health as a basic goal of all education, 
for the student could hardly achieve 
any other goal without his health.“ 
It is difficult to separate the three 
elements of a college health program— 


one 


sees 
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by PAULETTE ROBISCHON 


health instruction, health service, and 
healthful school living—even for pur- 
poses of discussion. This paper, there- 
fore, will consider all three elements. 
The method of approach will be to first 
trace the evolution of college health 
programs, then present a picture of 
health programs as they exist nation- 
wide today, and last, describe the 
concept of the “total college health 
program” as it is evolving in some 
colleges and universities in our country. 


The Evolution of College 
Health Programs 


Like that of many other health 
agencies, the development of student 
health services in colleges and uni- 
versities has paralleled closely the evo- 
lution of medicine. From the founding 
of the first university to the present 
the development in student health work 
has been a movement concomitant with 
the development of medicine and pub- 
lic health. 

The American Medical Association, 
in describing the evolution of health 
work among students, divides this de- 
velopment into three rather distinct 
periods: a gymnastic period, the period 
of faculty committees on sanitation, 


and the period of health promotion.’ 

The gymnastic period began in 1825 
when Germany and Scandinavia intro- 
duced new methods of physical exer- 
cises into the United States. There had 
been revivals of the ancient Greek 
gymnastics in Italy in 1569 and later 
in Germany in 1810.5 This form of 
exercise was practiced en masse and 
by command, and was adopted by 
institutions of higher learning such as 
Harvard, Yale, Brown, Princeton, Dart- 
mouth, Williams and Bowdoin. 

The U.S. Office of Education reports 
that Amherst was the first college to 
employ a professor of hygiene and 
physical education.® He was a physician 
and pioneered in this new field. The 
program provided for medical exami- 
nation, instruction in the hygienic way 
of life, regular prescribed exercise 
throughout the four-year course, treat- 
ment of the sick, and provided for 
annual reporting of the workings of the 
plan and particularly the kind and 
number of sicknesses from which the 
student suffered. It was a compre- 
hensive program, “modern in its phi- 
losophy and objectives.”!° 

Physical education was, at that time, 
considered a cure and preventive for 
many physical ills, but it was suspected 
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that the exercises carried on might 
smetimes be harmful. The primary 
consideration in the appointment of a 
physician as director of hygiene was 
to make sure that the activities in the 
new and expensive gymnastic program 
were helpful rather than harmful. The 
physician was to render a larger serv- 
ice as advisor, but was primarily a 
director of physical education. There 
was great emphasis on physical meas- 
urements and capacities; at one time 
tests of strength and measurements of 
bulk numbered fifty. The physical ex- 
amination otherwise was not elaborate 
but was as thoroughgoing as the medi- 
cal knowledge of the day permitted. 

In the 1860's Mount Holyoke and 
Vassar added physicians to their staffs, 
who both served as professors of sci- 
ence and hygiene. Wellesley followed 
(1876), then Yale, Harvard and Johns 
Hopkins. There were, by the 1880's, 
about a half dozen colleges employing 
physicians, chiefly in connection with 
their departments of physical training. 
Development was slow; the program 
begun at Amherst failed for a long 
time to appeal to American colleges 
and universities. The American Medi- 
cal Association notes, however, that 
the program’s value was appreciated by 
foreign countries like Japan, which 
made application to the U.S. Govern- 
ment in 1875 to send someone to that 
country to teach the American system 
of physical training.” 

Following this era of emphasis on 
physical education came the period of 
faculty committees on sanitation. The 
discovery that disease is spread by 
germs led public health workers to 
recognize that environment played an 
important role in the causation and 
prevention of disease. University au- 
thorities realized that they should add 
to the program of physical education 
the necessary activities of sanitation 
and control of communicable diseases. 
At first the work of inspection of 
students’ boarding houses and of super- 
vision of sanitation and hygiene of the 
university community was entrusted to 
a faculty committee.1* Later it was 
found that this part of the student 
health program could be better carried 
out by the employment of medical 


personnel who would develop and 
administer a fixed program. 
Personal Hygiene Stressed 
Almost coincidental with the ex- 


tension of sanitation and the control 
of communicable diseases, emphasis 
came to be placed more and more on 
the personal rather than on the en- 
vironmental condition. Public health, 
after its promotion of health for the 
public at large, expanded further and 
began to be concerned about the indi- 
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vidual and his personal health prob- 
lems. It was found that the correction 
of many factors—malnutrition, infected 
tonsils, carious teeth, faulty health 
habits—was of even greater importance 
than daily exercise in the maintenance 
of student health. 

Rogers’ report for the Office of Edu- 
cation states that by the early 1900's 
many colleges began including physical 
examination for students—75 percent 
of the 124 schools surveyed.'* By this 
time anthropometry was fast going out 
of fashion; the tests of strength and 
measurements of bulk had shrunk to 
only a few. The medical examination 
was developing in detail and in im- 
portance. 

Beginning in the late nineties, physi- 
cians were employed as “team doctors” 
to supervise the medical treatment 
needed by athletic teams. The team 
doctor’s office soon became a center of 
first aid and medical advice for stu- 
dents other than athletes, and his duties 
were gradually enlarged into a_pro- 
gram of prevention and clinical service 
for almost the entire student body. This 
health service offered restricted medical 
care for ambulatory patients. This was 
further developed in some schools to 
include bed care, with the resultant 
establishment of infirmaries. 

Swanson writes that nurses appeared 
on the college scene with the estab- 
lishment of infirmary services in resi- 
dential colleges.14 They also appeared 
in some teacher’s colleges as faculty 
members in the area of health educa- 
tion. At the Fourth International Con- 
gress on School Hygiene in 1913, 
where college health programs were 
discussed,1® the nurse was shown to be 
an accepted member of the staff. There 
was a resident nurse at Kansas State 
Normal College. Princeton and Am- 
herst had infirmaries in charge of a 
trained nurse. At Teachers College, 
Columbia, there was a resident trained 
nurse who acted as an office nurse. At 
the University of California there was 
a superintendent and six nurses, extra 
nurses being called in when the work 
required it. 

The previously mentioned evolution- 
ary movements in public health were 
responsible for much of the attention 
to the health of college students. There 
are other factors which also stimulated 
this development, according to a pre- 
viously cited study.1® Attention has 
been called to the fact that the change 
in emphasis from the environment to 
the individual gave an impetus to 
personal preventive measures. The very 
nature of such a personal health pro- 
gram made it applicable to units of 
society in which a form of organi- 
zation machinery was already in ex- 
istence. This included industry and 
schools. Schools were ideal places in 


which to emphasize this new health 
movement. 

Another factor for the existence of 
college health services was the. affili- 
ation of medical schools with universi- 
ties. Increase in the number of medical 
students gave rise to a demand for 
more clinical material. Staffs of the 
medical schools turned to their uni- 
versity’s undergraduate schools for this 
and in some instances took charge of 
the health services. 

Attention to student health was in- 
tensified by the traditional idea that 
school work endangered health. The 
inauguration of many student health 
services was considerably advanced by 
the idea that the college man was an 
“anemic, frail and bespectacled anthro- 
poid”!? who needed solicitous health 
care. 

It was also considered that resident 
students usually come from a distance 
and cannot go home for the care of 
every minor illness, that they are un- 
acquainted with medical facilities in 
the community and can ill afford them, 
and that their parents are not present 
to advise them. These matters accentu- 
ated the desirability for some form of 
supervised health care. Age, financial 
status and dormitory life mark the 
college group as apart from the rest 
of the population and required that 
the institution take over some of the 
responsibilities of the absent parents. 

The college can improve the stu- 
dent's knowledge of health matters— 
influence his attitude in regard to 
health, as well as to solve his personal 
health problems. The college in its 
educational capacity is in a strategic 
position to influence the masses of 
students. 

Other reasons for the formation of 
college health services!® were the found- 
ing of colleges in localities removed 
from centers where medical facilities 
were adequate; the offering of health 
services as an appeal for enrollment 
(to the parents at least, if not to the 
prospective student); the necessity for 
medical care of students because of 
their importance as a social group; 
and the opportunity for health services 
to act as research agencies concerning 
the health of the student body. 

A boom in the movement for health 
conservation occurred after World War 
I. The force involved here was the 
spread of information concerning the 
draft examinations. The large numbers 
of men rejected pointed up the poor 
health status of many young men. 
Physical examinations became of 
national importance and universities 
found that they were in the center of 
an agitation for emphasis on health 
improvement. Before 1914 only a 
dozen or so colleges had an organized 
system of caring for the health of 
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students. By 1920, these had greatly 
increased and there was formed the 
American Student Health Association, 
an organization of full-time physicians 
of university and college departments 
actively engaged in student health pro- 
grams. In 1920 the organization had a 
membership of 53 departments and by 
1932 the membership had increased to 
127 departments.‘ The Association 
was founded “as an official and au- 
thorized organization through which 
educational institutions may work for 
the promotion of health, the prevention 
of disease, and the care of illness in 
college and university students.”2° 

There has been a steady increase in 
the number of institutions maintaining 
student health services. When the 
three movements previously mentioned 
(physical training, sanitation and com- 
municable disease control, and attention 
to individual student health) were co- 
ordinated into a unified health program 
for the entire student body the student 
health service came into existence more 
or less as we know it today. These 
services, however, represent all degrees 
of development and a variety of or- 
ganizational patterns. 


The Nationwide Picture Today 


There have been numerous surveys 
made of college health services through- 
out the years, beginning with one done 
by Dr. Hartwell of Johns Hopkins in 
the 1880's. These surveys give a pic- 
ture of the programs’ growth, both 
quantitatively and qualitatively. From 
1914 to 1953 there were over twenty 
surveys conducted both on a national 
and regional basis. 

In 1953 Moore and Summerskill sur- 
veyed the situation for the American 
College Health Association. According 
to the investigators this was the most 
comprehensive survey thus far under- 
taken.24_ The data from this survey 
permit statements about college health 
services for the country as a whole. 
Student health services at 1,157 Ameri- 
can colleges and universities were sur- 
veyed by the personal-interview meth- 
od. This represents 61 per cent of all 
colleges in the country and at least 
50 per cent in each region and cate- 
gory. Findings on the extent of services, 
facilities, and personnel were presented 
for the country as a whole, for different 
regions of the country, and for different 
types of colleges. A summary of the 
findings will serve to present the pic- 
ture as it exists today.?? 

The nationwide findings show clearly 
that there is no uniform or standard 
health program for college students. 
Two hundred of the colleges contacted 
do not assume responsibility for health 
of students in any way. Certain spe- 
cific services are found at a majority 
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of the 957 colleges with a health pro- 
gram, while other specific services and 
procedures are found only sporadically 
throughout the country. 

Among the most common procedures 
for protecting campus health is the re- 
quirement of a physical examination for 
the entering student. A definite ma- 
jority of the colleges with any health 
service also keep medical records for 
enrolled students and issue recommen- 
dations and excuses on the students’ 
behalf. 

Eighty per cent of the colleges main- 
tain clinical services, but these are 
likely to be for minor rather than major 
illnesses. Most clinical services are ex- 
tended to all students, and these serv- 
ices are used by the majority of stu- 
dents at most colleges. Existing clinical 
programs are very likely to be on a 
24-hour basis. They provide house-call 
service more often than not. Usually 
included are treatment services for 
minor cuts, colds, gastrointestinal up- 
sets, mild anxiety reactions, communi- 
cable diseases, and allergies. Drugs 
are available through eight of ten 
clinics. College infirmaries are main- 
tained by more than three-quarters of 
the colleges with a clinical program. 
These infirmaries are typically for pa- 
tients with minor illness only. The 
average bed capacity is 13 for 1,000 
enrollment. 

Nearly eight out of ten health serv- 
ices have a staff physician—typically 
one part-time physician only. Full-time 
nurses are employed by seven out of 
ten services. A majority of services have 
an annual budget of less than $10,000. 
Total health budgets exceed $100,000 
at forty-six of the colleges surveyed. 
Colleges are more likely to finance 
health servies through general operat- 
ing or tuition funds than by means of a 
special health fee. The median amount 
allocated from these funds for health 
purposes is $7.25 per student per school 
year. 

Other services and procedures are 
found less consistently throughout the 
country. For example, only about one- 
half the colleges with a health service 
require entering students to have vac- 
cinations for smallpox, chest X-rays, 
or routine vision examinations. About 
one-half of the colleges require peri- 
odic physical examinations. Clinical 
services are extended to faculty and 
other employees at about half the col- 
leges. Treatment is provided for acute 
febrile illness, fractures, and severe 
contusions by four or five clinical serv- 
ices out of ten. Health education is 
taught at most colleges and credit for 
courses is granted by a high percentage 
of the colleges. The health service 
participates in health instruction at 
half the colleges. About two out of 
three existing medical programs for 


athletes are under the jurisdiction 9 
the health service. Sanitation standards 
are a health service responsibility a 


about half the colleges. Survey findings} typ 


show that approximately four out of 
ten colleges with a health service have 
one or more af the following character. 
istics: a full-time health service direc. 
tor; a physician as director; a committee 
or board on student health. 

Other important services and pro- 
cedures are found infrequently in col- 
leges throughout the country. For ex. 
ample, at one or two colleges out of 
every ten, entering students are re- 
quired to have eye refraction ex- 
aminations, comprehensive speech and 
hearing examinations, or psychiatric 
examinations. Immunizations for teta- 
nus, typhoid, or diphtheria are required 
by not more than 15 per cent of the 
colleges. Clinical care for acute con- 
ditions, dental work, and surgery are 
provided by a small number of schoois. 

Health service staffs participate di- 
rectly in physical education at about 
one-quarter of the colleges. Health 
services assume responsibility for cam- 
pus nutrition standards at one-third of 
the colleges. Seventeen per cent of the 
services also conduct research. 

Regional differences in the extent 
of health services do not appear great. 
In general, health services are some 
what less comprehensive at westem 
schools. Colleges in rural areas may 
provide less comprehensive services. 
Urban colleges reveal limitations in 
certain services because of the com- 
paratively large number of students 
living at home. Public colleges are most 
likely to offer some of the important 
health services investigated. Denomi- 
national colleges are less likely to pro- 
vide them. Two-year college health 
programs are generally less complete 
than those of four-year colleges. 

The widest difference in services are 
related to the size of enrollment. The 
larger the college the greater is the 
probability that a health service exists 
and the more comprehensive are its 
services, facilities, and medical staffs. 
These differences are not entirely a 
matter of funds available; the smaller 
colleges allocate considerably less funds 
per student than the larger ones for 
health purposes. There appears to be 
a difference in emphasis or philosophy 
about student health matters between 
small and large colleges. 

The forgoing summary of Moore 
and Summerskill’s gives a general pic- 
ture of college health services in thi 
country. A few other points will be 
mentioned in order to round out the 
picture. 

Dvorak reports that a survey in 1956 
showed that 51 per cent of the colleges 
responding had facilities to deal with 
emotional problems of students. A 
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survey twenty years prior revealed 
that only 30 per cent of the colleges 
had programs concerned with these 
types of problems. Richardson reports 
that this trend toward mental health 
services has been outstanding.?* That 
students need occasional help from a 
mental health standpoint has become 
obvious to both faculty and administra- 
tion. More and more universities indi- 
cate that to provide this help is a 
logical and proper function of the 
educational institution. Richardson also 
reports evidence that the numerous 
disciplines — psychology, psychiatry, 

idance, health education, medicine, 
athletics, and others—have become 
important because of their roles and 
interrelationships in the over-all health 
program. 


The Total College Health Program 


In a previous section the evolution 
of the college health program was 
traced historically, and the three- 
pronged program—service, instruction, 
and environment—was seen to develop. 
This section will explore the scope of 
this now current broad health program 


philosophy. 
Richardson says that the total pro- 
am involves the _ well-established 


double triad of factors—environment, 
health services, and health instruction 
—interwoven in such a way as to most 
positively affect health attitudes, health 
knowledge, and health behavior of the 
college student.?5 He says, further, that 
amodern total program embraces: “(a) 
selection of students, (b) health prob- 
lems of students, (c) health supervision 
and emergency treatment of personnel 
and students, (d) prevention of dis- 
ease, (e) instruction in healthful living, 
(f) counseling, (g) health promotion 
through physical, recreational, and 
psychical efforts, and (h) an assurance 
of conditions conducive to the mental 
health of students and faculty.”2¢ 

Two health groups feel that the 
scope of the program includes activities 
on and off the campus having to do 
with the physical, mental, emotional 
and social health of college students 
and personnel.?7 They see the program 
as consisting of health services, health 
education, safety, environmental health, 
physical education, recreation, and re- 
search. 

What is involved in the administra- 
tion of the total program? The Oregon 
groups see as essential an administrator 
responsible for the planning, execution, 
and coordination of all phases of the 
program.?8 This would indeed seem 
necessary, since so many disciplines 
and college departments are involved 
in the program. The Oregon groups 
feel, further, that there ought to be an 


IUNE 1960 


over-all plan for the program devel- 
oped and applied to meet the specific 
needs and primary objectives of the 
college; a college advisory health coun- 
cil to aid the administrator in develop- 
ing and administering the program; 
student and faculty participation in the 
formulation, development, execution, 
and appraisal of the program; faculty 
or administrators responsible for the 
broad areas of health education, health 
services and healthful environment; 
healthful physical and social environ- 
ment conducive to good mental health 
for students, faculty and non-teaching 
personnel; good relationships with par- 
ents and family physicians; in-service 
training to provide faculty and non- 
teaching personnel with additional and 
recent information on health matters; 
and satisfactory relationships main- 
tained between local, state, and na- 
tional agencies which officer services in 
various phases of the health program. 

Now, to proceed to the three major 
areas of the program. Health educa- 
tion, in the broad sense, involves 
“planned courses in the curriculum in 
personal, family, and community living 
and may include additional courses 
which are part of the professional 
training of special groups. In addition, 
it involves every phase of the total 
college program, curricular and extra- 
curricular, and reaches out into the 
community.”2® Health education in- 
volves, within this broad definition, 
health instruction, counseling and guid- 
ance, physical education, and recre- 
ation. 

The major purpose of health instruc- 
tion is to guide the behavior of college 
students to increase wholesome health 
attitudes, scientific health knowledge, 
and health habits and skills, so that the 
students may benefit themselves and 
the society in which they live. 

Johns feels that health instruction on 
the college level is on the upgrade.*® 
To a greater extent instructors are 
planning their instruction in keeping 
with modern health education con- 
cepts, employing the team approach 
which utilizes college and community 
resources, giving more consideration to 
determining and meeting the health 
needs and interests of students, and 
evaluating instruction in terms of spe- 
cific objectives and utilizing results as 
a basis for replanning. 


Four Elements of Health Education 


It is difficult to achieve the aim of 
the completely health conscious student 
—of changing behavior and attitudes 
rather than merely informing the stu- 
dent. Motivation is a problem. A pos- 
sible difficulty in motivation may be 
due to the fact that, as Jacob points 
out, college students are generally self- 


confident.21_ This self-confidence _in- 
cludes the area of their health. Another 
author points out that students need 
to be convinced that health education 
is important. He says that in a college 
class one generally finds a group of 
“young animals so brimming with vi- 
tality that the chance of any future 
loss of the same seems to be the most 
remote of possibilities.”°? Justman and 
Mais point out that by the time the 
student reaches college his basic pat- 
terns of healthful living have been 
formed.*? It is necessary therefore, for 
the college “to induce intelligent self- 
examination of these patterns, their 
reconstruction where necessary, and the 
cultivation of additional healthful pur- 
suits and interests designed to carry a 
person successfully through a life- 
time.”34 

The second element of health edu- 
cation is counseling and guidance. Its 
objective is to work toward enabling 
the student to derive the greatest pos- 
sible benefits intellectually from his 
college experience and teach him to live 
efficiently and comfortably in his so- 
ciety. Essential to a good counseling 
and guidance program, according to 
the Oregon authors, are the following 
elements: the program should develop 
student self-direction and responsibility 
for solving health and other problems; 
the program staff needs to work closely 
with personnel in health service, health 
instruction, physical education, and 
recreation; the faculty is encouraged to 
counsel students on health problems 
and refer those with special health 
problems to other departments; and 
arrangements should be made and 
action taken to help each student ad- 
just his course load, physical activity, 
outside work and social program in 
accordance with his best interests. This 
should involve the cooperation of vari- 
ous departments and the faculty.*® 

The third element of health educa- 
tion is physical education, whose goals 
are the strengthening of the human 
body, the achievement of greater co- 
ordination and control, and the de- 
velopment of motor skills, together 
with increased appreciation on the part 
of the student of the satisfactions de- 
rived from healthful activity and avo- 
cational skills involving motor activity. 

The final element of health educa- 
tion is recreation. Recreational oppor- 
tunities are valuable in releasing physi- 
cal and emotional tensions and in 
building physical and emotional fitness. 
The Oregon groups give the following 
as criteria for the program: the program 
is developed and operated in coopera- 
tion with staff members and student 
representatives;*® activities are planned 
for development of interests and skills 
for present and future use which pro- 
mote, increase, broaden, and stimulate 
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the appreciation of healthful living; 
individual differences are considered in 
organizing and implementing the pro- 
gram; and there is coordination be- 
tween the college and community 
recreation program. 


The Health Service 


The second major area of the total 
health program is the health service. 
It is that portion of the program hav- 
ing to do with medical affairs, includ- 
ing medical care, prevention of illness, 
health counseling, and the supervision 
of environmental health. The health 
service serves as a resource agency on 
the medical aspects of health to other 
departments concerned with student 
health and welfare. Criteria for its 
operation, according to the Oregon 
groups, are that it be administered by 
trained and licensed personnel; have 
adequate facilities; require physical ex- 
aminations of students, faculty and 
other personnel, including follow-up; 
provide medical care for emergency 
illness; provide time to counsel students 
and personnel; and that it make group 
health insurance available to students 
and personnel.*? Lindsay states that an 
important obligation of the service is 
education.** Health service personnel 
are in a strategic position to be ex- 
tremely influential in promoting dy- 
namic health practices. Each contact 
the student has with the health service 
can be of educational value if the 
personnel are alert to the possibilities. 

The third major area of the total 
health program is the environment. 
Environmental health is the recogni- 
tion and control of those physical con- 
ditions which are deleterious (or bene- 
ficial) to the physical, mental and social 
well being of the individual and his 
community. In a college the goal of 
the environmental health and_ safety 
program is to maintain physical fa- 
cilities and eliminate health and safety 
hazards in order to provide protection 
and improve the general environment 
of the college community. The good 
program includes, according to the 
Oregon authorities:** direction by the 
director of health services or another 
qualified person; enforcement of a 
college sanitary code and of community 
codes; sanitary inspections; use of 
specialists from the community to aid 
in the program; desirable and approved 
housing facilities; school buildings 
which meet standards as to lighting, 
seating, sanitation, ventilation, heating, 
and equipment; and high standards of 
sanitation, planning, handling, prepar- 
ing and serving of food. 

This total college health program is 
one aimed at meeting the objective of 
student health in a comprehensive and 
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coordinated way. It is broad in scope, 
and necessarily so. The entire concept 
of health today is broadening, there- 
fore a program to meet health needs 
must be ever-widening if it is to keep 
pace with our changing times. 
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recreation and further education. 


by RUTH BOYER SCOTT, R.N., B.S. 


“Q UIET!” says the sign on the door 
of the three-story green hospital 
building with huge red crosses painted 
on the roof, in the world-famous spa 
city of Wiesbaden. Then, because this 
is Germany, the warning is repeated in 
German: “Ruhe!” Inside, corridors are 
newly decorated with functional framed 
photographs of an Air Force nurse in 
duty uniform, holding a finger across 
her lips in a universal sign language 
warning for quiet. 

Three Air Force nurses at Wiesbaden 
posed for the attractive sign-language 
pictures. They are First Lieutenant 
Marion T. Rosenow—home town, Green- 
hay, Wisconsin; Captain Maudie E. 
Bates, home town Shreveport. Louisi- 
ana; and First Lieutenant Margaret A. 
Diel, from Columbia, Illinois. 

The Wiesbaden hospital, largest Air 
Force hospital in the European theater, 
is both a local hospital and the central 
specialty hospital for the European 
theater, abbreviated USAFE for U‘S. 
Air Forces in Europe. Consequently it 
draws patients from Scotland to Greece, 
from northern Africa, Turkey, and 
Saudi Arabia. , 

And it draws U.S. Air Force nurses 
from every region in the United States. 
Col. Quintino J. Serenati, commander 
of the hospital, says, “American nurses 
are doing a fine job here, and are a big 
morale builder for our patients. Our 
chief nurse, Lt. Col. Aileen Brimmer, 
successfully performs the delicate job 
of welding a smooth-functioning nurs- 
ing unit from our Air Force nurses, the 
civilian German nursing assistants we 
employ, and the medical technicians 
who are either USAF airmen or WAF 
(Women’s Air Force). Our military 
patients are fortunate to have experi- 
ence with both American and continen- 
tal nursing.” 

The hospital commander even haz- 
arded the opinion that nursing morale 





Air Force Nurses 


On and Off Duty 


As well as comprehensive nursing experience, nurses at the United States 
Air Force Hospital in Wiesbaden, Germany, have opportunities for travel, 


in an Overseas Hospital 


in Wiesbaden is, if anything, higher 
than it is in the States. 


The Hospital Plan 


The hospital, built by the Germans 
to support their World War II troops, 
has one ward on the first floor in addi- 
tion to administrative offices, an X-ray, 
and Air Force clinic; the inevitable PX 
for small purchases, the physical ther- 
apy unit and a snack bar. The second 
floor—busy testimonial to family care— 
provides obstetrical wards and the new- 
born nursery, the operating room, and 
medical and isolation wards. The third 
floor houses medical and surgical care 
units and the VIP suites. Psychiatric 
patients are in a separate building on 
the grounds. 

An underground tunnel connects the 
main hospital with separate buildings 
for psychiatric patients, the kitchen, 
and other Air Force clinics, a very wel- 
come passage during the rainy season. 
Because German patients were often 
moved underground during air attacks, 
additional emergency operating suites 
were located underground, also. New 
additions include clinics for pediatrics, 
eye, and orthopedic specialties. 

The German love of nature expressed 
itself by locating all patients’ rooms on 
the sunny side of the hospital, with 
doors leading to balconies, and by 
landscaping. 

“The Wiesbaden hospital area is al- 
most a self-sustaining unit,” Col. Ser- 
nati says, “and recreation is not over- 
looked. The garden back of the nurses’ 
quarters has a barbecue where some 
summer meals are served. The baseball 
diamond has special landing lights so 
that we can land helicopters which are 
flying in patients.” 

Each service throughout the hospital 
has an identifying color for patients’ 
cards. Services include general surgery, 


orthopedics, neuro-surgery, gynecology, 
urology, dental, eye, combined ear, nose 
and throat, pediatrics and general medi- 
cal. 


Orientation 


When a nurse between the entrance 
ages of 21 to 35 years is accepted by 
the Air Force, she immediately attends 
the orientation course for AF medical 
officers which recently has been in- 
creased from three weeks to four. Nor- 
mally, she remains in the United States 
no less than six months and quite often 
for one to two years before she has an 
overseas opportunity. 

Her “assignment preference card” 
gives her the opportunity to name her 
order of choices. Vacancies overseas 
are filled first by volunteers, then as 
necessary by assignment. 

Because their military patients all 
speak English, nurses are not required 
to learn a foreign language. In Wies- 
baden, study of German is encouraged 
in off duty classes. One nurse told me 
she was being tutored for two hours 
each week. Bi-lingual signs, shopping 
and eating in town, contact with Ger- 
man nurses and doctors, daily oppor- 
tunity for practice, all make language 
learning easier. 

When a nurse arrives in Wiesbaden, 
she is allowed two or three days to 
clear her orders, get settled in her new 
residence, and rest up from the inter- 
esting but fatiguing flight across the 
Atlantic. Nurses with specialties such 
as operating room or psychiatric nurs- 
ing usually have permanent assign- 
ments, but they also have a secondary 
specialty of general duty nursing. 
Nurses with specialty assignments ro- 
tate on the various wards and all tours 
of duty. 

These tours are 7 A.M. to 3 P.M.; 3 
to 11; 11 to 7 A.M. The work week is 
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Nurse Captain Barbara Simon, serving medication to Airman James Holcomb, is one 
of the many nurses who serves in the General Medical Ward at the hospital. 


40 hours; while overtime to provide 
special nursing is required frequently, 
compensatory time off is given. Week 
ends off are rotated so that nurses can 
travel in Europe. 


Dinner at Wiesbaden Hospital 


Nurses pay for their meals; they may 
eat in the hospital dining hall, snack 
bar, or prepare their own meals. The 
hospital dining hall has small tables for 
four. After serving herself from a buffet 
table holding eight or ten kinds of 
salad, the nurse is seated and a German 
waitress brings food as requested from 
the day’s menu on the table. 

We sat at two tables pushed together 
for a talk on nursing experiences in 
America and abroad. The sampling of 
nurses’ backgrounds from the United 
States was diverse. The home town of 
Colonel Ida Peschon, formerly chief 
nurse of the Wiesbaden hospital and 
now command nurse of the entire 
USAFE, is Pipestone, Minnesota. 

The chief nurse, Lt. Col. Brimmer, 
comes from San Mateo, California. Her 
assistants are Major Vivian Gersema, 
newly arrived from the University of 
Minnesota—home town, Cedar Falls, 
Iowa; and a male nurse, Capt. R. C. 
Swansburg, who, while U.S. born, con- 
siders Shelburne, Nova Scotia his home. 

Major Eleanor Welch comes from 
Nutley, New Jersey, and Major Eleanor 
Dyer from Tucson, Arizona. Bessemer, 
Pennsylvania, is the home town of 
Major Frances Valentine, and Amitv- 
ville, New York, of Major Nancy Lef- 
tenant, rounding out the coast to coast 
backgrounds of nurses who sat at our 
table. 


Clothes—On Duty and Off 


Nurses are issued short- 


eight 
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sleeved cotton uniforms for year-around 
hospital duty. On chilly days they add 
a navy blue cardigan sweater. Nurses 
from our northern states find Wies- 
baden’s climate milder than the home 
weather. Uniforms are laundered by the 
quartermaster, but a few nurses pay a 
German laundress the reasonable fee of 
one DM (Deutsche Mark, worth about 
25 cents). 

The cap, which nurses buy, is the 
same style as that of the Army Nurse 
Corps except for the pale blue velvet 
ribbon crowning the top. All nurses 
wear the insignia of their rank on each 
collar tab; those who have not attended 
Flight School wear the “Air Force 
nurse badge” above their left pocket. 
The Air Force encourages their nurses 
to attend Flight School; those who 
graduate may wear their “wings.” Many 


Post-operative patient Sergeant Denio 


nurses have performed air evacuation 
duty before being reassigned to hos 
pital nursing at Wiesbaden. 

Each nurse must have one blue wod 
winter uniform, which is required while 
on official travel or at official meeting, 
The authorized uniform for summer is 
the blue cord; “suntans” are optional 
“Actually our nurses rarely wear their 
street uniforms,” Lt. Col. Brimmer says, 
“Off duty, they usually wear suits o 
dresses. For social life here they might 
wear informal party or cocktail-type 
dresses. Formal dresses might be wom 
no more often, perhaps, than to a New 
Year’s Eve ball or a Fasching party dur 
ing the pre-Lent merrymaking season.” 
Fasching resembles a two-day Mardi 
Gras celebration, just before the quiet. 
ly religious Ash Wednesday. 


Housing in Wiesbaden 


The nurses’ quarters are a brief walk 
through the beautiful grounds. Each 
wing has a kitchen, and each floor has 
a living room. A nurse with rank of 
captain or higher has two rooms, which 
may be arranged as a study and a bed. 
room, with her own bath. Nurses of les- 
ser rank each have a single room, with 
a bath shared between each two rooms. 

Because the billeting provided for 
AF nurses in Wiesbaden—either on the 
grounds or at the American Arms Hotel 
—is considered adequate, nurses with- 
out dependents would have to pay for 
their apartment if they live “on the 
economy”—which means in German. 
owned housing. Two Wiesbaden nurses 
were living with dependent mothers in 
military housing centers. 


Married Nurses 


While it is not a present policy to 


receives care from nurse Captain Vir- 


ginia Holt and medical technician Airman Donnie Hill in the surgical ward. 
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gmmission nurses who are already 

married, opportunity for marriage after 

ining the Air Force is an occupational 

ysset. Married nurses are assigned in the 

same area as their husbands, whenever 
ssible. 

Pregnant nurses are required to re- 
sign. Nonpregnant married nurses may 
ask for relief from active service if they 
have met their service commitments— 
two years of current active duty serv- 
ice, any additional duty obligation be- 
cause of graduate study or Flight 
School and, if overseas, the one-year 
minimum obligation abroad. 


Male Air Force Nurses 


In Wiesbaden during my observation 
period, six male Air Force nurse offi- 
cers lived in military housing projects 
with their wives and from one to four 
children. One man had been a World 
War II Army medical technician; an- 
other, a Navy corpsman; both were 
back in military life as nurse officers. 
Their present hospital assignments in- 
dude staff nursing in orthopedics, air- 
men’s general surgical service, officers’ 
general surgical service, and charge 
nurse in neurosurgical service. 

“Male nurse officers work in smooth- 
ly in our nursing program,” Lt. Col. 
Brimmer says. 

One of them, Capt. Swansburg, is 
training officer for both professional and 
auxiliary nurses and also supervises the 
auxiliary nursing service, including the 
German nurses, and the military medi- 
cal technicians. In addition, he relieves 
the evening supervisor on her days off. 
He is co-ordinator for the in-service 
professional nursing programs. These 
are held at monthly intervals at the 
special services theater on the hospital 
grounds except in summer. 

While I was observing, he planned 
an extra demonstration because of the 
arrival of the new plastic bags for blood 
transfusions. He arranged a program on 
diabetes, with a doctor to present in- 
formation on the disease, and a nurse 
to discuss and demonstrate nursing 
care. Both the professional nurses and 
the medical technicians attended this 
program. 

Capt. Swansburg points out that qual- 
ified male nurse anesthetists have ex- 
cellent opportunities for service on mili- 
tary duty as well as in civilian life. The 
Air Force already has sent several male 
nurse officers to anesthesia school. 
Congresswoman Frances P. Bolton, 
who worked vigorously to help obtain 
military commissions for male nurses, 
has every reason to be proud of their 
record. Capt. Swansburg was the first 
male nurse to graduate from the grad- 
uate program of the Frances Payne Bol- 
ton School of Nursing in Cleveland, 
Ohio. 
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Captain Barbara Simon helps orthopedic patient Cpl. $. Czdarnik as he joins his 
friend, T/Sgt. John Ennis, on the sundeck at Wiesbaden’s Air Force hospital. 


Study, Classes, and Meetings 


All nurses at Wiesbaden are en- 
couraged to attend the special demon- 
strations and the monthly programs 
which are scheduled for the year. 

In addition, AF nurses may attend 
college classes taught with full resi- 
dence credit by the University of Mary- 
land’s overseas program. At present 11 
nurses are using this opportunity for 
progress toward their basic degrees. 
University of Maryland classes in Wies- 
baden cover general subjects, such as 
history, English, and other languages. 
By transferring such University of Mary- 
land credits, one Air Force nurse has 
met the final requirements for her de- 
gree through Los Angeles State Col- 
lege, where she earlier completed her 
residence requirement. 

Other educational opportunities 
abound. “We're fortunate that Capt. 
Swansburg is eligible to give the Na- 
tional League for Nursing qualifying 
examination,” Lt. Col. Brimmer says. 
“Recently eight nurses from all over 
Europe flew here to take this qualifying 
examination.” 

Charge nurses hold regular small 
meetings with their staffs, often includ- 
ing medical technicians and medical 
personnel within their service. “Situ- 
ational type training of small groups 
within an area is basic in our nursing 
program,” according to Lt. Col. Brim- 
mer. 


Leave 


Air Force nurses earn 30 days of 
leave a year and may accrue as much 
as 60 days leave. “We have to remind 
our nurses to apply early for their sum- 
mer leave, since a limited number can 
be away at a given time,” Lt. Col. Brim- 





mer says. “The usual summer vacation 
between May and October is two or 
three weeks. While a few nurses fly 
back to the States, most of them use 
the opportunity for further travel in 
Europe. December and January leave 
also is popular for attending ski schools 
on a vacation in the Swiss or Austrian 
Alps.” 

The U.S. military services operate 
hotels at reduced rates for their per- 
sonnel at the two most popular Alpine 
recreational villages in southern Bava- 
ria: Garmisch - Partenkirchen and 
Berchtesgaden. Nearby these is another 
Alpine village, Oberammergau, where 
the world-famous Passion Play is held 
every ten years. 


Sports and Recreation 


Some Air Force nurses own bicycles 
and ride over the miles of special bicy- 
cle paths. Others bowl informally or 
join the nurses’ bowling team for ex- 
citing play-offs against WAF’s. One 
Wiesbaden municipal swimming pool 
has a garden setting with three outdoor 
pools and a sunning lawn. The admis- 
sion price is only 12 cents. There are 
more expensive, though still reasonable, 
municipal pools in Wiesbaden. 

Some nurses are taking golf lessons; 
others enjoy riding lessons at the local 
riding academy followed by jaunts on 
horseback through picturesque byways. 

Concerts and operas enchant music 
lovers; congregational singing in the 
German churches inspires many nurses. 
Libraries on the hospital grounds and 
at the downtown Eagle Club provide 
ample choice of reading material. 
“Nurses use the fine medical library 
here and our well-stocked shelves of the 
newest nursing books,” Lt. Col. Brim- 
mer says. 

(continued on page 32) 
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STUTTERING — 


Its Source and Its Solution 


Dr. Adler discusses the problem of the stutterer and suggests ways in which 


he can be helped to face these problems intelligently and, 


TUTTERING is at once a complex 

and challenging problem. Many 
sincere but unqualified people have at- 
tempted to help the stutterer, but too 
few of these people have any real ap- 
preciation of the complexity of the 
problem. The public health nurse, the 
school nurse, and the pediatric nurse 
should be especially interested in this 
speech problem. There is much they 
can do to prevent or alleviate this con- 
dition. 

The following ideas concerning stut- 
tering are presented so that the nurse 
can have a better understanding of the 
complexity of the problem. 

It is strongly suggested, however, that 
no untrained person should attempt to 
do therapy with a stutterer. Instead, a 
qualified speech and hearing therapist 
should be consulted. The American 
Speech and Hearing Association lists the 
therapists in your area who are so quali- 
fied; your local Speech and Hearing 
Clinic may also provide you with the 
advice you may require. 


Nurse’s Dilemma 


When a nurse is confronted with a 
young patient who stutters she is fre- 
quently at a loss. Should she ignore 
the problem? Should the child be re- 
assured by word or action that it does 
not matter if he has trouble talking? 
Or.would it be better to supply the 
words as soon as the interruptions are 
noticed? 
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eventually, to solve them. 


by SOL ADLER, Ph.D 
Director, Speech and Hearing Clinic 
East Tennessee State College 


Many times nurses are perplexed 
when their efforts to lessen the problem 
cause the stutterer to become even more 
silent, more shy, less responsive to 
their efforts to help, and the trouble- 
some interruptions become worse. 

During the past thirty years, the dis- 
order has been subjected to a consider- 
able amount of study in the scientific 
laboratories of universities. A few facts 
are now fairly well established. Among 
these, the following are perhaps the 
most pertinent: 

(1) The handicap is not an indication 
of low intelligence. Those who stutter 
may score as highly or higher than nor- 
mal speakers, especially when the tests 
do not depend upon oral responses. It 
is true, however, that individuals so 
handicapped may drop out of school 
early and reconcile themselves to jobs 
far beneath their capacities. 

(2) It is not due to some organic de- 
fect of the structures used for speech. 
There is nothing wrong with the stut- 
terer’s tongue, jaw, lips, throat, or 
breathing apparatus which are fre- 
quently thought to cause the interrup- 
tions or blocks. 

(3) Nervousness, shyness, timidity, 
and lack of confidence are more often 
results rather than causes of stuttering. 

(4) No single common factor has as 
yet been fully substantiated as the cause 
of stuttering. Instead, it appears to be 
the result—in the great majority of in- 
stances—of a combination of conditions. 
Each child needs to be studied and the 


stuttering understood in relation to his 
individual history. 

Although you are not expected to be 
a specialist in speech training, you can 
be a motivating force in the develop- 
ment of good speech. For those chil- 
dren who are under the care of a special. 
ist, you can combine your efforts with 
those of the home and speech clinic 
in promoting maximum carry-over of 
the special corrective program into 
everyday speech habits. Your close co- 
operation with the parents, teacher, and 
speech therapist cannot be over em- 
phasized. 

Because the handicap aspect of this 
disorder may develop from mismanage- 
ment of the child during the initial 
stages of stuttering, it is helpful to fore- 
warn the nurse of the ill effects of 
certain kinds of training. For this 
reason, we are including the following 
list of behavior to be avoided by both 
nurse and family: 

1. Do not, in the presence of the 
child, refer to him as a stutterer 
or his speech as stuttering. This 
word implies a “difference” and 
more specifically an unhealthy 
one. 

. Avoid calling the child’s attention 
to his disorder. Above all, do 
not point it out to him as an 
abnormality that he must erase. 

3. Do not interrupt the child. 

4. Do not talk for the child when- 

ever communicative difficulty is 

evident. 
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5. Do not suggest other methods of 
talking which you think will 
make speech easier for him (such 
as talking slowly, taking a deep 
breath before the words, think- 
ing what he will say before he 
starts to talk, substituting another 
word for one on which trouble 
occurs, etc.) 

6. Do not ridicule the child when- 

ever blocks occur. 

. Do not ask him to try to talk 

harder without stuttering. 

8. Do not reward him for fluent 
speech and punish him for his 
difficult moments. 

9. Do not penalize or punish .the 
child when abnormality occurs 
(such as telling him to remain 
silent until he can say the word 
correctly). Remember that he 
cannot control his stuttering. 

10. Do not require the child to talk 
when he is fatigued or excited. 

11. Do not attempt to make the child 

hurry when he is talking slowly 

(and vice versa). 
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The Development of Stuttering 

Normal speech is purely automatic. 
That is, the idea is supplied through the 
sense and comes forth from the motor 
centers which control the speech mus- 
culature without any conscious effort 
o the part of the person talking. In 
the process of developing this autom- 
atism every child experiences a normal 
nonfluency. During this period, the nor- 
mal child experiences from 35 to 50 
(and in some cases up to 100) repeti- 
tions per thousand words. The develop- 
ment of this automatism must not be 
interfered with, and so it is quite vital 
that no pressure be placed on speech 
during this period of conscious control. 

These difficulties in talking—these 
normal nonfluencies—may be caused by 
several conditions. 

(1) They may be due to a muscular 
system which, for one or more possible 
reasons, does not develop at the proper 
tate. 

Few people realize that talking re- 
quires much more precise co-ordination 
of the finer muscles than does walking 
or throwing a ball. The correct produc- 
tion of such a word as “Caroline,” for 
example, demands the smooth co-ordi- 
nation of as many as 30 individual mus- 
cles per second. Children in whom this 
co-ordination is slow in developing are 
likely to encounter difficulty and thus 
fumble and hesitate. 

(2) They may reflect some of the 
speech and language hurdles that all 
children must conquer while learning 
to talk. 

The learning of a language demands 
a great deal of a child during the pre- 
school and elementary years. Every 
child must learn several thousand words 
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by the time he starts school. These 
words cannot be used in a haphazard 
way. They must be combined into 
sentences; the child must master nouns, 
pronouns, adjectives, and adverbs. He 
must know about plurals—my house 
and your house make houses, but this 
bird and that bird don’t add up to 
birduz. 

The transition period, which occurs 
between the stage during which the 
child is first conscious of words and 
speech and the time when he first at- 
tends school, is one of rapid growth and 
development. One observer counted 
9,290 words used in one day by a child 
of three years and six months. Another 
observer counted 15,230 words in a 
child of the same age and 14,996 in 
a child a year older. 

During the transitional period chil- 
dren are nearly always in a hurry. 
There are sO many exciting things to 
do and to talk about that their vocab- 
ulary is seldom adequate for their needs. 
The occasional adult experience of “that 
word's right on the tip of my tongue” 
no doubt happens to most children 
several times each day while they are 
learning to talk. 

(3) They may be a sign that emo- 
tional pressures exist end are serving 
continually to strengthen a general re- 
action of hesitancy. 

The co-ordination of speech is very 
minute, very rapid, and very difficult 
to the growing child, and no pressures 
should be added to that under which 
the normal child is already laboring. 


Why Nonfluencies Persist 


Nearly all childern experience these 
normal nonfluencies in their speech. 
But why should they persist in a few 
while disappearing in the majority? To 
this question there is no conclusive an- 
swer as yet. It would appear that those 
children who do not overcome normal 
nonfluency are those: (1) Whose frus- 
tration tolerance is low; (2) Whose 
speech environments are excessively 
leaded with speech disruptors; (3) 
Whose basic fluency skills are inade- 
quate; (4) Whose parents react to their 
normal nonfluency by anxiety or pen- 
alty; (5) To whom broken speech has 
become the outward expression of 
deep emotional conflict; (6) Whose 
parents (or close associates) have la- 
beled the normal nonfluency as abnor- 
mal; (7) Who are driven too swiftly 
to master the art of talking in phrases 
and sentences; or (8) A combination of 
several of these factors. 

The most commonly accepted reason, 
at present, is that those who do not out- 
grow the early difficulties are children 
who become acutely aware of the in- 
terruptions and try to avoid letting them 
occur. In the process, they acquire 


an even greater handicap. Among both 
parents and teachers there is a common 
feeling that the young child will out- 
grow the handicap, that it is just an- 
other of those chronic oddities which 
seem to be a part of growing up. It 
is outgrown in some cases, but there 
are far too many stutterers beyond ele- 
mentary school age for that assumption 
to be wholly accepted. It is estimated 
that there are nearly one and a half 
million in this country alone. The stut- 
tering will disappear only if, during 
this period of instability, the child has 
not become aware of it as a definite 
handicap. 

At what point along the way should 
parents become concerned? How shall 
they know whether their child’s trouble 
is but a temporary stage in speech de- 
velopment or the blossom of a real 
speech handicap? It would certainly be 
helpful if there were some sort of ba- 
rometer that would provide definite 
danger signals. Unfortunately, there is 
none. However, among those children 
in whom the early trouble is likely 
to develop into the more serious handi- 
cap, there are a few general distinguish- 
ing features: 

(1) There will be a greater propor- 
tion of repetitions on initial syllables 
and sounds rather than on whole words 
and phrases. 

(2) The presence of undue forcing 
or squeezing may serve as a sign that 
the child is beginning to react. As one 
mother described this: “Some words 
come out in a sort of explosion of sound. 
He gets a word started, then seems to 
hold on to the first part of it for a time, 
and suddenly the rest of the word will 
pop out. It is almost as though what- 
ever has hold lets go and the word is 
just propelled out of his mouth.” 

(3) A third consideration is the time 
element. If there are periods of a week 
or more of frequent interruptions and 
these occur every two or three weeks, 
it is time to do something. With that 
much difficulty occurring so often, there 
is considerable risk of increased pen- 
alties from all sources and also the pos- 
sibility that the child himself will soon 
begin to react to the frustrating dis- 
turbances. 

When any one, or a combination, of 
the preceding features makes an ap- 
pearance, the nonfluencies are no long- 
er considered to be “normal,” and im- 
mediate professional help is advisable. 


Therapy for the Young Stutterer 


A. Keep the Child in Good Physical 
Condition. 

1. See that the child gets plenty of 
sleep, as well as exercise and play. 
Stuttering seems to come in waves 
of increased frequency and sever- 
ity. Fatigue increases: the number 
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3. 


of stuttering blocks and _ precipi- 
tates blocks that otherwise would 
not have occurred. 

See that the child has a well-bal- 
anced diet. 

See that sources of physical infec- 
tion or irritation are removed. 


B. Increase the Child’s Assets and in 
Every Way Decrease His Liabilities. 


Re 


rn 
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Accept the child’s stuttering as 
his way of talking. Do not let 
him feel that you think stutter- 
ing is wrong or bad. 


. Help the child to gain mastery of 


new skills and greater social ade- 
quacy. 


. Encourage the child to be inde- 


pendent and carry out his own 
ideas. 


. Eliminate unreasonable goals. 
. Everything 


possible should be 
done to destroy the youngster’s 
assumption that he is helpless in 
his speech attempts, that he must 
stutter and will always stutter. 
The most effective way to do this 
is for his adult associates to dis- 
card that assumption themselves. 
Children take their attitudes and 
opinions from the people whom 
they contact. If the child is ob- 
viously expected to react in a cer- 
tain way, there is a pretty good 
chance that he will begin to re- 
act in just that way. 


C. Insist upon Unilaterality in Most of 
the Child’s Activities. 


i. 


Co 


Let the child determine his own 
hand preference and eliminate all 
efforts to change his preference. 
Do not “correct” left-handedness. 


. When the child is able to write 


easily, teach him to talk and 
write at the same time. 


. Give him many new one-handed 


skills. Encourage activities such 
as throwing a ball, table tennis, 
and throwing darts to build up 
one-handed activities, particularly 


if the child is left-handed. 


. It is not advisable in the case of 


those children who are definitely 
left-handed and left-sided to en- 
courage ambidextrous activities 
such as piano playing and type- 


writing. 


D. See That the Child Has a Pleasant 
Home Situation. 

Slow down your own speech and 
general movements. One of the simplest 
and yet most difficult things which you 
can do to help the young stutterer is 
to speak differently yourself — more 
slowly, calmly, simply, and more rhyth- 
mically. 

The child will not feel then that he 
has to rush through a sentence in order 
to speak before being interrupted, or 
before his listener hurries past on the 
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way 


to a more important task. 


E. Remove Speech Conflicts. 

Whenever a child in the first phase of 
stuttering experiences a speech block, 
some attendant pressure exists which 
precipitates that interruption. The fol- 
lowing are only a few of the conditions 
that may serve to initiate a new flood of 
speech interruptions: 

1. The necessity of explaining some- 


bo 


. The 


. Lack of consideration for 


thing while excited or fatigued. 


. The emotional upheaval of an ar- 


gument. 


. The demand for skills that can- 


not yet be displayed. 


. Conflicts produced by parental 


quarrels or by the inconsistent be- 
havior of parent or teacher. 


. The restless fatigue of a trip or 


any other new or exciting expe- 
rience. 

demands involved in the 
leaning of a number of new 
things within a short period of 
time. 


. Comparison between children, or 


sibling rivalry. 
the 
child’s wishes. 


F. React Intelligently Rather Than 
Emotionally to the Child’s Stuttering 
Blocks. 


Ri 


bo 


. Train others 


Give the child more time to talk. 
Attempts to help a stutterer talk 
only develop feelings of inade- 
quacy and dependency in him. 
When the young stutterer repeats 
and prolongs, wait quietly for the 
blocks to pass. The stutterer 
should feel that he has all the 
time in the world to finish the 
sentence. 


. Remember that the child cannot 


control his stuttering. 

a. Do not tell him to stop and 
start over or to stop and think 
what to say. 

b. Do not help him with words 
with which he is having trouble. 
Wait for him to get it out by 
himself. 

c. Do not tell him to talk faster, 
slower, in a low voice or a high 
voice; to swallow or to take a 
deep breath first, etc. 

d. Do look him directly in the eye 
while he is talking. Show inter- 
est in content rather than in the 
manner of his speech. 

e. Be patient. Allow him all the 
time he needs to express himself 
in conversations and discussions. 

f. If he is overexcited when he 
wishes to tell you something, be a 
calm listener and assure him of 
your interest. 

(family, friends, 

teacher) in nonreaction to the 

child’s speech blocks. Remember 
that the reactions of others to the 


abnormality will help to deter. 
mine the stutterer’s own reactions, 


4. Make a definite effort to prevent 


your concern about the difficulty 
from being apparent to the child. 
We know it will disturb you and 
that you cannot ignore the prob. 
lem. But keep your anxiety from 
the child! And remember — the 
child also reacts to “implied” at- 
titudes. The sign of exasperation 
or the furrowed brow of concern 
speak as loudly as words. 


5. Be the kind of listener the child 


likes to talk to. Be as friendly and 
considerate toward him as you 
would be toward a house guest. 


G. Seek to Cancel All the Child’s Un- 
pleasant Memories or Experiences of 
Stuttering. 


1. Distract the child’s attention to 
something else immediately after 
a block occurs, so that the block 
will not linger in his conscious. 
ness. For example, if the child 
sings without difficulty, initiate a 
singing session after a period of 
nonfluency. 

. Fake a stuttering block occasion- 
ally when talking to the child so 
that he will not think such speech 
is peculiar to him. In this way, he 
will see that others have breaks 
in the flow of speech, but that 
they are not important. Needless 
to say it is important that the 
child does not sense that you are 
faking. 

3. Manipulate the conversation so 
that the child can successfully say 
words with which he previously 
experienced difficulty, so that the 
final memory will be one of nor- 
mal utterance of words. 


to 


H. Give the Child as Many Ideal 
Speech Situations as Possible. 


1. The child can strengthen his nor- 
mal speech by exercising it. 

a. Let him tell stories, recite 
verses, and read aloud in situa- 
tions in which there is no pres- 
sure or tension. Do not interrupt 
or correct him. 

b. Encourage him to talk in fam- 
ily situations in which there is 
no tension—at the dinner table 
or in informal discussions of his 
day’s activities. 

c. Play speech games or do little 
dramatizations of stories with 
him which emphasize slow, dis- 
tinct speaking and rhythmic 
speech. 

d. On those days when few blocks 
occur, he should be stimulated 
to speak as much as possible. 

e. On those days when he has a 
great deal of trouble, he should 
be handled that he talks little. 


2. There are many conditions under 
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which stuttering is reduced or ab- 
sent. Your speech therapist will 
provide you with conic tech- 
niques designed to foster these 
conditions. Among them are: 

a. The recitation of memorized 
material. 

b. Choral reading. 

c. Rhythmical speech exercises. 

d. Singing of rhythmical tunes. 

e. Verbal games. 

f. Talking-writing exercises. 

J. Avoid Labeling the Trouble as Stut- 

tering or Stammering. Do Not Discuss 

the Problem in the Presence of the 

Child or Others Who Might Bring It to 

His Attention. 

1. If your child is not aware of his 
speech problem, do not call it to 
his attention. 

. If it is absolutely impossible to 
keep your child from being 

dubbed a stutterer and penalized 
because of his speech difference, 
then—with the careful supervision 
of your speech therapist—help him 
to develop an objective attitude. 
a. Tell the child he does indeed 

have some trouble once _ in 
awhile, but that it is not at all 
serious, and that he probably 
will outgrow it. The risk that he 
will react to the penalty by oth- 
ers may be counterbalanced by 
your matter-of-fact behavior and 
explanation. 

b. Point out those nonfluencies 
that occur in your own speech 
and occasionally fake a few so 
that the child will attach no im- 
portance to them. 

c. If he is being teased about the 
disorder, teach him to admit it 
casually by saying, “Sure, I have 
a little trouble getting my words 
out sometimes. Everybody does! 
Dad says it’s nothing to worry 
about.” Most teasing stops when 
confronted by such an attitude. 

d. Do not let the child feel that 
other children will “catch” stut- 
tering from him. 


bo 


Treating the Older Stutterer 


The older stutterer usually has a 
Feat deal of fear of stuttering. The 
st goal therefore is to eliminate the 
fear—then we work with the speech. 

Fear of any sort can only be atten- 
uated by facing it head-on. The person 
who is afraid of water will only get over 
this fear by gradually (or immediately) 
being thrust into closer proximity to 
the water. This is the principle of 
conditioning and the extinguishing of 
conditioned behavior. The stutterer 
faces the same problem. He must be- 
come objective about his stuttering. 
He must advertise it. He must search 
himself and rehabilitate his thinking 
(mental hygiene). The more oppor- 
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tunities the stutterer takes to talk about 
his stuttering the sooner he will find 
that much of the anxiety will disappear. 
At this point he will find his speech 
becoming more fluent. 

In discussing the steps to be taken 
to eliminate stuttering in adults the 
suggestions must be made directly to 
and for the stutterer himself. Effective 
therapies consist of procedures which 
the individual himself must apply. Al- 
though it is a unique person who can 
successfully eliminate his stuttering 
without help, a clinician is needed only 
to outline the procedures and to help 
supply motivation. There is no magic 
cure for stuttering. Ordinarily, grueling 
self-discipline is required if one is to 
establish fluent speech. The problem of 
manipulating the environment is not 
involved here to the degree that it is in 
the management of the speech of young 
children. The important changes to be 
made are those involving the individu- 
al’s own assumptions and adjustment 
patterns. 

It is for these reasons that no clini- 
cian can guarantee to eliminate stutter- 
ing in an individual. Nor can a time 
limit be set for erasing the defect. The 
clinician might feel completely sure of 
his methods, but they will be entirely 
ineffective against a stutterer who does 
not or cannot fully co-operate. Adver- 
tisements that offer quick cures should 
be regarded with thorough suspicion. 
The success of the therapy depends as 
much upon the stutterer as it does up- 
on the clinician’s methods, if not more. 

Many of the suggestions already 
made for youngsters might well be 
utilized by adult stutterers. This is es- 
pecially true of the suggestions made 
concerning complete objectivity on the 
part of the speaker. He should refer to 
his speech behavior in exact terms of 
what it is he is doing. Simply to label 
certain activity as “stuttering” will re- 
sult in ignoring many important de- 
tails and leave a vague term to which 
to react with fear. 


Patterns Can Be Changed 


One of the first concepts that should 
be acquired by the speaker is that 
the human organism is highly alter- 
able in its behavior patterns. After 
years of stuttering one is likely to feel 
that the way he speaks is so rigidly 
fixed that it cannot change. A little 
experimenting will disprove this. He 
should try speaking with some other 
patterns of training. He should try 
speaking without any strain. He should 
try talking to himself when he is alone. 
He should try reading in unison with 
a fluent speaker. These experiments will 
show him that his pattern of speech 
can be very easily changed—even to 
the point of fluent performance. If he 
can speak fluently under any circum- 


stances at all, he should be impressed 
with the knowledge that he possesses 
the equipment for normal speech. 

The stutterer is the victim of a very 
neat logical trick. He will admit that 
the random, inefficient muscle ten- 
sions that accompany his speaking at- 
tempts are the stuttering to which he 
refers when he discusses his problem. 
He will admit further that he initiates 
these tensions or straining to avoid 
stuttering. When these two admissions 
are juxtaposed they make the nonsen- 
sical statement, “I stutter to avoid stut- 
tering.” And that is just exactly what 
he does. 

If he will discontinue the straining 
that accompanies his usual repetitions, 
prolongations, and _ interruptions, he 
will find that any speaker possesses 
what remains to a greater or lesser de- 
gree. It would be helpful for him to 
tabulate the speech interruptions of 
those people whose speech is consid- 
ered to be adequately fluent. It will be 
surprising how many of these breaks 
in fluency can be heard when an observ- 
er is really looking for them; many nor- 
mal speakers present from seven to ten 
per minute. Yet practically nobody ever 
notices them, because the normal speak- 
er himself makes no issue of them. It 
is the stutterer’s reactions to these nor- 
mal interruptions that make and keep 
him a stutterer. He makes an issue of 
every departure from perfect fluency. 
He should realize that speech interrup- 
tions are inevitable, normal, and ac- 
tually desirable. When the stutterer can 
get to the point where he can regard 
whatever happens in his speech with 
sincere tolerance, with a “that’s-just- 
the-way-I-talk” attitude, then his speech 
is no longer a source of fear, feelings 
of inferiority, seclusiveness, worry, etc. 

Most adult stutterers are far too 
sensitive about their speech—much more 
sensitive than anyone should be about 
such a behavior characteristic. This 
sensitivity results from the assump- 
tions the stutterer makes concerning 
how his listeners are reacting to his 
speech. These assumptions should be 
clearly written out and then tested to 
see if they are sound. In practically all 
instances they are found to be com- 
pletely unfounded. If observers react 
to one’s behavior, it can be shown quite 
easily that it is because he is requiring 
such reactions from them by his own 
attitude towards that behavior. 

The worst that listeners ever do is 
not sufficient justification for the with- 
drawing behavior most stutterers use. 
Listeners are just ordinary human be- 
ings and should be evaluated as such. 
Never are they ominous, threatening, 
dangerous. Then what is there to fear? 
Nothing, really. Furthermore, as sug- 
gested above, an audience's reactions 
are largely controlled by the speaker 


himself. 
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DRUG THERAPY 


by JOAN SARVAJIC, R.N., M.S., M.D. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


The Circulation Time and Venous Pressure— 
Their Measurement and Significance 


There are two procedures commonly used by the physician to 
confirm the diagnosis of cardiac failure, circulation time and 
venous pressure. The procedures are simple, performed readily 
by the physician with the nurse as his first assistant at the 
patient’s bedside. Perhaps the nurse has questioned the full im- 
plication of the results of these measurements. In this article 
the procedures, the results, and their significance are reviewed. 


The Circulation Time 


The determination of the speed of blood flow is of clinical 
value because of its distinctive alteration in congestive heart 
failure and other circulatory disturbances. The circulation time 
measures the shortest interval between the injection of a sub- 
stance into a vein and its arrival at some distant site in suffi- 
cient concentration to produce a recognizable end point. 

The circulation time is related to both the cardiac output 
and the volume of the circulating blood. The circulation time 
diminishes as the cardiac output increases. The latter indicates 
that there is a greater volume of blood passing a given point 
in a given time. Circulation time is most likely prolonged if 
there is both an increase in the blood volume and a diminution 
in cardiac output. These are the conditions typical of advanced 
congestive heart failure. 


Methods of Determining Circulation Time 


The usual technique for determining the circulation time 
is to inject rapidly a foreign substance into a peripheral vein and 
to note the time which elapses between the injection and the 
arrival of the substance at some other point in the circulation. 

The clinical methods which are used most generally measure 


the arm-to-tongue time and employ solutions of either Decho- 
lin, saccharin, or calcium gluconate as the injected material. 
Volatile substances such as ether are injected intravenously in 
order to determine the arm-to-lung time. These substances 
have the disadvantage of producing subjective end points. Con- 
sequently, the patient’s reaction time and degree and coopera- 
tion are factors which may affect the result. 

The test is performed with the patient recumbent after having 
rested at least twenty minutes. He must be reassured that the 
procedure is a simple one so that he is relaxed and his pulse 
and respirations are basal. In particular, he must be told not 
to hold his breath after insertion of the needle since this may 
retard venous return to the heart. The nature of the end point, 
such as sweet or bitter taste, should be explained to the patient 
as well as the importance of his announcing it immediately. 
After the tourniquet is applied and the needle inserted the 
tourniquet should be released and 20 to 30 seconds allowed to 
elapse to permit reestablishment of the normal circulation in 
the vein before the injection is made. It is essential that the 
quantity of solution used be small enough and the bore of the 
needle large enough (about 18 guage) to permit the material 
to be injected in less than a second. A stop watch is begun 
at the instant the injection is begun and stopped when the patient 
signals the endpoint or when an objective endpoint is noted. 
Whenever possible, the test is repeated after a few minutes to 
check the result. Some of the substances most commonly 
for the determination of the circulation, their doses and end- 
points are discussed on the pages that follow. 


The Significance of Variations in Circulation Time 


The circulation time is reduced in a number of pathologic 
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conditions. In hyperthyroidism, anemia, beriberi heart disease, 
md arteriovenous fistula as well as pregnancy, the mechanisms 
which the circulation time is increased is ostulated to be 
emparable and periheral. The tissue anoxia which develops with 
the onset of severe anemia leads to the accumulation of acid 
metabolites which by direct local or reflex action cause peripheral 
vasodilation. Vasodilation permits a more rapid venous return 
to the heart as if there were multiple peripherial arteriovenous 
shunts. In anemia diminished viscosity due to low red blood count 
entributes significantly to the acceleration of circulation. 

In febrile states, circulation time is reduced because accelera- 
tion of the circulation time is a result of peripheral vasodilation. 
Circulation time is also reduced during digestion and after 
exercise. Because of these effects, the circulation time is most 
correctly determined when the patient is in a basal state. 

It is readily understandable that circulation time is frequently 
reduced in the presence of congenital heart disease in the presence 
of right to left shunts. 

The circulation time may also be prolonged in some instances. 
As a rule, circulation time in congestive heart failure varies 
between 20 and 40 seconds instead of the normal 10 to 16 
seconds. Most of the circulatory slowing occurs in the pulmonary 
vessels and/or in the enlarged cardiac chambers. Increase in 
circulation time or reduced speed of flow occurs in areas where 
there is widening of the stream, as in the distended veins and 
decompensated cardiac chambers, without a corresponding in- 
cease in quantity of blood flow. However, reduced speed of 
blood flow must be considered primary due to a diminished 
driving force represented by diminished cardiac output. 

In polycythemia vera the slowing of the circulation is 
dependent on the increase in circulating blood volume and the 
associated increase in viscosity of the blood. 

Circulation time is generally prolonged in myxedema wherein 
there is associated cardiac disease and diminished cardiac output. 


The Diagnostic Value of Circulation Time 


The chief use for the determination of the circulation time is 
in confirming the diagnosis of congestive heart failure. The 
dirculation time is helpful in estimating progress and prognosis 
of a patient with congestive heart failure. As signs and symptoms 
of congestive heart failure regress, the circulation time di- 
ninishes and may revert to normal. 

Frequently the circulation time helps to distinguish cardiac 
failure from a number of conditions which produce some of the 
same symptoms. These include bronchial asthma, dyspnea and 
athopnea (secondary to intrinsic pulmonary disease), edema or 
ascites (associated with nephritis, nephrosis, postural defects 
or local venous disturbances ), hepatic enlargement and venous 
mgorgment due to intrinsic liver disease. 

The circulation time has been found of value in revealing 
obscure cases of hyperthyroidism. The latter diagnosis is sus- 
pected when the circulation time is normal in an obvious case of 
congestive heart failure without associated severe anemia or 
avitaminosis. 


The Venous Pressure 


Clinical measurement of the venous pressure is limited to the 
systemic venous branches. The chief value of this determination 
is in the diagnosis and differential diagnosis of right-sided 
heart failure. It is clinically desirable to determine the pressure 
in the systemic veins near their entrance into the right atrium. 
As a rule, the pressure in these great veins is not determined 
directly; instead some more accessible vein nearby such as the 
external jugular or the antecubital vein is used. To eliminate 
the factor or hydrostatic pressure, the patient is examined in 
the supine position with the vein at the level of the right atrium. 
Normal venous pressure rarely exceeds 100 mm. or falls as low 
as 30 mm. of water. The venous pressure is the same in the upper 
and lower extremities when the veins are at reference level of 
the heart. The venous pressure in children is essentially identical 
with that in adults. The venous pressure is increased by ex- 
ercise but usually returns to normal within a minute after its 
cessation. 

The venous pressure is elevated in a number of pathologic 
conditions, but as has been previously mentioned, its chief 
value lies in assisting to make the diagnosis of right heart failure. 





In right-sided failure, the pressure is between 100 and 200 mm. 
but it may be as high as 300 mm. or more. The more advanced 
the heart failure, the higher the venous pressure and the greater 
the elevation following abdominal compression. The diagnosis 
of right-sided failure is usually indicated, especially in a patient 
with known cardiac disease, if the venous pressure is elevated 
or rises more than 10 mm. after abdominal compression. In 
normal subjects, abdominal pressure causes no change or more 
often a slight fall in venous pressure in the upper extremity. 

In pure left-sided failure, the systemic venous pressure is 
normal. In right-sided heart failure the venous pressure is 
elevated in both upper and lower halves of the body. Simul- 
taneous determination of the venous pressure and circulation 
time distinguish pure left-sided heart failure, pure right-sided 
failure, and both right and left-sided heart failure. 


Elevation of the Venous Pressure 


There are several pathologic conditions in which the venous 
pressure is elevated. In constrictive pericarditis the venous pres- 
sure is extremely high, usually above 200 mm. Even slight 
abdominal compression causes a sharp rise so that the pressure 
exceeds 300 mm. Elevation of the pressure after abdominal 
compression is usually greater than in cases of right-sided heart 
failure secondary to left-sided failure. Furthermore the circulation 
time may be normal in contrast with the prolonged circulation 
time in the latter case. 

Elevation of venous pressure also occurs with periodical 
effusions with cardiac tamponade. In cardiac tamponade the 
high venous pressure is associated with a small pulse, a low 
blood pressure, and the general picture of shock. Obstruction 
to the superior vena cava by aortic aneurysm, mediastinal or 
pulmonary masses, or thrombosis produces an increased venous 
pressure, however this is only in the upper extremities. Clinical 
inspection will also show venous engorgement limited to the 
upper part of the body. Furthermore there is usually a visible 
collateral circulation in the anterior chest wall with a flow of 
blood from above downward. Neither right-sided heart failure 
nor constrictive pericarditis produces sufficient venous obstruc- 
tion to lead to the development of a visible collateral circulation. 

Obstruction to the venous return through the inferior vena 
cava produces an elevated venous pressure only in the lower 
extremities. This may be observed with pregnancy, abdominal 
tumors with and without ascites, hypernephroma and other renal 
tumors invading the inferior vena cava. This is also true in 
hepatic tumors or in thrombosis of the inferior vena cava. 

A local venous obstruction as in the subclavian vein will cause 
an elevation of venous pressure only in the peripheral veins of 
the affected arm. Obstruction due to an aneurysm of the aorta 
usually causes greater elevation in the left than in the right arm. 

Repeated determinations of the venous pressure are valuable 
in the prognosis and treatment of right-sided heart failure. 
Improvement is frequently denoted by a progressive diminution of 
the venous pressure. Conversely, a persistently high venous 
pressure despite rest in bed, sodium restriction, and the ad- 
ministration of digitalis and mercurial diuretics indicates a poor 


prognosis. 
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DECHOLIN 


DIGESTAN! 





DESCRIPTION: Decholin is an official preparation of bile. It 
is chemically known as sodium dehydrocholate. 


ACTION AND EFFECTS: This preparation of bile has pharma- 
cological actions which can be attributed to the effect of bile 
salts. The most important pharmacological action of bile, from 
a therapeutic point of view is the ability to stimulate the flow of 
bile. Parenterally administered, bile exhibits other effects. 

Decholin is one of the most effective choleretic agents. This 
means it increases the output of bile by the liver. This drug 
enhances the flow of bile after intravenous or oral administration. 

Decholin aids in the digestion and absorption of fats and in 
the absorption of fat-soluble vitamins. Ancillary to this function 
are the actions of bile salts and acids to reduce surface tension 
and to activate pancreatic lipase. The natural bile salts are more 
effective in this respect than is Decholin. 

The administration of Decholin has no effect on gastric secre- 
tion. It has been reported that this drug does have a mild diuretic 
action in patients with heart failure and edema. 


USES: The bile salts and acids are widely employed in various 
types of hepatic disorders. The absence of bile in the intestinal 
tract causes deficiencies in digestion and absorption. The orally 
administered preparation serves two purposes: in the intestinal 
tract it is an aid to digestion and absorption; after absorption, the 
drug acts as a choleretic in increasing biliary drainage. 

In disease of the biliary tract unassociated with acute hepa- 
titis, a copious flow of bile of low viscosity is desirable. For this 
purpose a preparation such as Decholin should be employed. 
The rationale for this use of choleretics is to prevent infection 
of the biliary passages. 

Decholin can be used to remove small calculi obstructing the 
flow of bile through the common bile duct. The drug increases 
the pressure behind the obstruction in conjunction with anti- 
spasmodics such as nitroglycerin and atropine. 

Decholin has also been used to outline the bile ducts at opera- 
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tion and to accelerate the appearance of the gall-bladder shadoy 
for roentgenological purposes. When rapid onset of action js 
desired at operation or for roentgenological purposes, pure prep 
arations of the sodium salts of bile acids such as sodium decholiy 
are used. The drug is then given intravenously. 

The rapid intravenous injection of Decholin has been em. 
ployed to measure the circulation time. The endpoint is a bitte 
taste in the mouth. The normal arm to tongue time with Decholip 
is 10 to 16 seconds. The endpoint is usually sharp and reliable 


PREPARATIONS: Decholin, N.N.R. is available in tablets of 
0.25 Grams each and is also known as Dehydrocholic acid 
Sodium dehydrocholate or Decholin sodium is marketed as 4 
20 per cent solution in ampuls containing 3, 5, or 10 ml. 


DOSAGE AND ADMINISTRATION: When used to outline the 
biliary tract, the dose is 0.5 to 2.0 grams. In determining the 
circulation time five milliliters of a 20 per cent solution is used, 


TOXICITY: Severe toxic reactions with the intravenous ad- 
ministration of the drug have been reported. The outstanding 
effects of the parenterally administered bile salts are on the 
circulatory and neuro-muscular systems. Following the intr 
venous injection of bile salts there is a marked fall in blood 
pressure accompanied by a bradycardia. Dehydrocholic acid is 
the least potent and also by far the least toxic of the various 
compounds. 

The drug inhibits cholinesterase and this provides an expla 
nation for the cardiovascular action of the drug. The compound 
may also cause muscular twitching, spasm, and generalized evi- 
dence of muscular hyperactivity. 


PRECAUTIONS: When Decholin is administered intravenously, 
it must be remembered that the drug will cause marked burning 
and sloughing of soft tissue and therefore it is important that the 
administration of the parenteral preparation is truly intravenous. 





CALCIUM GLUCONATE 


SALT 





DESCRIPTION: Calcium gluconate contains 9 per cent calcium 
and is a white crystalline or granular powder, odorless, tasteless, 
and soluble 1:5 in boiling water. 


ACTION AND EFFECTS: Calcium salts are specific in the im- 
mediate treatment of low-calcium tetany regardless of etiology. 
In severe manifest tetany, the symptoms are best brought under 
control by intravenous medication of calcium. For the control of 
milder symptoms or latent, tetany, oral medication suffices. 

Calcium gluconate also has antispasmodic and anti-edema 
actions. 


USES: As already mentioned, calcium is utilized in the treatment 
of tetany and latent tetany. 

Successful results have been reported in the treatment of in- 
testinal, ureteral, and gall bladder colic since the drug does have 
antispasmodic action. Calcium salts are also effective in relieving 
the abdominal pain, diarrhea and tenesmus of intestinal tuber- 
culosis. 

The anti-edema action of calcium ion has been noted 

Calcium gluconate has also been used as an antacid in the 
medical management of gastric ulcer. Calcium chloride is formed 
in the stomach, and this in tur, reacts with the sodium bicar- 
bonate of the intestinal tract to yield sodium chloride and cal- 
cium carbonate. The sodium chloride is largely reabsorbed, but 
the calcium largely resists absorption and is excreted in the 
feces. It is claimed that calcium may act as a demulcent and also 
that the salt does not cause rebound acidity. 

Calcium gluconate is also used to determine circulation time 
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with the end point being a hot sensation in tongue and pharym. 


PREPARATIONS: The preparation is marketed in oral tablets 
as well as in the parenteral form which is known as Calcium 
Gluconate Injection. The latter is administered slowly in a 10 
per cent solution. This strength is also used for intramuscular 
injection. 


DOSAGE AND ADMINISTRATION: In tetany, 5 to 20 milli- 
liters of Calcium gluconate are administered in a 10 per cent 
solution intravenously. 

For the control of milder symptoms or latent tetany, oral 
dosage suffices and 15 grams daily of the drug are given in di- 
vided doses. 

For its antispasmodic effect, calcium gluconate is administered 
intravenously, again from a 10 per cent solution. 

In the determination of circulation time, 3 to 5 cc. of a 20 
per cent solution is utilized. The normal arm-to-tongue time with 
this preparation is 10 to 16 seconds. 


TOXICITY: Although no true toxicity is reported from the use 
of this drug, the dosage must be carefully followed. 


PRECAUTIONS: Constipation has been reported from the oral 
use of Calcium gluconate as an antacid. Therefore the nurse 
must keep a vigilant account of the habit time of the patient or 
otherwise serious constipation may occur. 

The intramuscular use of Calcium gluconate is not advocated 
for infants since abscess formation at the site of injection may 
result. 
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ALPHA LOBELINE 


GANGLIONIC BLOCKING AGENT 





DESCRIPTION: Alpha Lobeline, or Lobelia, N.F. is obtained 
from the dried leaves and the tops of the herb, Lobelia inflata. 
It was used in American medicine in the nineteenth century as 
an emetic, nauseant, expectorant, and antiasthmatic. An alkaloid, 
lobeline, is the chief constituent of lobelia. It was first obtained 
in crystalline form and named “alpha-lobeline.” 


ACTION AND EFFECTS: Lobeline has essentially the same 
actions in the body as nicotine, but it is less potent. The drug 
stimulates the central nervous system, especially the medullary 
respiratory and vomiting mechanisms. Central vagal excitation 
may result with bradycardia, hypotension and bronchoconstric- 
tion. Like nicotine, the alkaloid stimulates the carotic body che- 
moreceptors and thus reflexly increase respiratory rate and depth. 
The ganglionic action of lobeline consists of initial excitation 
followed by depression. The drug has a curariform action on 
skeletal muscle. The cardiovascular effects of lobeline are com- 
plicated and essentially similar to those of nicotine. Conduction 
disturbances occur as a result of a direct action of the alkaloid on 
the myocardium. The drug also causes a discharge of epinephrine 
from the medulla. 


USES: Lobeline has been used as a respiratory stimulant, 
especially for resuscitation of the newborn and in cases of poison- 
ing by central depressant drugs. The enthusiastic clinical reports 
on the value of Lobeline as a respiratory stimulant and analeptic 
have not been substantiated. 

Because of the cross tolerance which exists between Lobeline 
and nicotine, Lobeline has been proposed for the control of 
the tobacco habit. 

Lobeline has also been used as an agent for determining the 
circulation time. Coughing is believed to result from a respiratory 


effect initiated by stimulation of the carotid body chemorecep- 
tors. 


PREPARATIONS: Both Alpha-lobeline hydrochloride and lobe- 
line sulfate are marketed but neither preparation is official or 
described in N.N.R. The drug is described in N.F. 


DOSAGE AND ADMINISTRATION: As an analeptic, the 
hypodermic dose of the drug is 3 to 10 mgm. 

In the control of the tobacco habit, the drug is taken orally 
in capsules containing 8 mgm. of the sulfate. The gradual 
decrease in dosage over a period of one week is said to be suffi- 
cient. 

In determining the circulation time 3 to 5 mgm. of the drug 
are inected into an antecubital vein and the interval between 
the injection and the onset of coughing is measured. 


TOXICITY: In using Alpha Lobeline as a respiratory stimulant, 
medullary excitation often involves the emetic center, and the 
action on the central vagal nuclei may result in a fall in blood 
pressure and slowing of the heart rate. The dose necessary to 
produce respiratory stimulation varies greatly from patient to 
patient and with the condition being treated. Brief benefit may 
be followed by even more pronounced depression. A fall in blood 
pressure is likely to occur especially when the subject is deeply 
narcotized. 

When used to break the smoking habit, the drug may cause 
faintness, vomiting, epigastric pain, and anorexia. 


PRECAUTIONS: The intravenous injection of the drug in man 
may cause substernal burning in addition to coughing. This is 
a result of stimulation of pleural pain receptors. Tetraethylam- 
monium blocks this response to Lobeline. 





FLUORESCEIN 


DYE 





DESCRIPTION: Fluorescein is chemically related to the phenol- 
phthalein dyes. It is a combination of the resorcinol and the 
phthalic anhydride. In alkaline solution, the sodium salt is formed. 
This has a quinoid structure which imparts the color. 


ACTION AND EFFECTS: The therapeutic uses of Fluorescein 
ae based upon the facts that the compound is strongly fluores- 
cent, appears readily in the extracellular fluid, and gains access 
mly to viable cells. Fluorescein emits its strongest fluorescence 
when the source of light has a wave length of 3600 A. This is in 
the ultraviolet range. With the aid of a mercury lamp and ap- 
propriate filter, the desired tissue can be examined in a darkened 
room, and the appearance and gradations in intensity of fluore- 
scence can easily be detected. 


USES: The clinical application of Fluorescein was originally 
limited to the field of ophthalmology. When a 2 per cent solution 
of the sodium salt is applied to the cornea only portions de- 
prived of epithelium are stained. Ulcerated areas are stained 
green, foreign bodies are surrounded by a green ring and loss of 
substance in the conjunctiva is indicated by a yellow stain. 

As a result of the pioneer investigations of, Lange and asso- 
ciates many new uses of Fluorescein as a diagnostic aid were 
discovered. These include the use of Fluorescein for the determi- 
nation of circulation time. The end point can be discerned easily 
and no interpretation on the part of the patient is needed. The 
appearance of fluorescence in the lips, eyes, intact skin, or 
wheals raised on any portion of the skin is taken as the end 

int. Arm-to-lip, arm-to-arm, and arm-to-leg end points may 

taken in sequence; the relative circulation times can be of 
diagnostic importance. 

adequacy of circulation to an extremity can also be 
determined. Acute embolism can be diagnosed immediately, and 
the role of reflex vasospasm can be assessed by appropriate 
nerve block. In peripheral vascular disease the extent and degree 
of vascular insufficiency as well as the appropriate level for 


amputation can be determined by raising a series of wheals and 
comparing the intensity of the fluorescence. Arm-to-foot circu- 
lation time also yields valuable information. In abdominal sur- 
gery, the viability of a strangulated intestine can be ascertained 
by the presence of fluorescence inasmuch as dead cells do not 
take up the dye. The necessity and extent of resection can 
thereby be rapidly detected. 

For reasons unknown, brain tumors become much more fluo- 
rescent following administration of the dye than does normal 
brain tissue. This fact has been utilized for ascertaining the 
presence and the location of subcortical tumors. The tissue is 


obtained by needle biopsy. 


PREPARATIONS: Fluorescein Sodium, U.S.P. is an orange-red 
powder, readily soluble in water. An aqueous solution is red but 
has a green fluorescence. 


DOSAGE AND ADMINISTRATION: In performing the test 
of circulation time, 3 to 4 milliliters of a 20 per cent solution 
are administered rapidly intravenously. For children, 0.7 ml. of 
a 5 per cent solution per 10 pounds is administered. 

A clinical test for the differentiation of second and third de- 
gree burns has been proposed. Following the administration of 
10 milliliters of a 20 per cent solution of sodium fluorescein, no 
fluorescence is seen over the area of a third degree burn because 
the circulation to the visible skin layer has been completely de- 
stroyed. A second degree burn will show a mottled fluorescence. 


TOXICITY: The dye has been proved non-toxic to experimental 
animals. 


PRECAUTIONS: Practically no untoward effects accompany 
the intravenous administration of Fluorescein. An occasional 
patient may experience nausea and vomiting. Fluorescence of the 
skin persists for several hours and the dye appears in the urine 
for a period of 16 to 31 hours. Injections may be repeated at 
intervals of days without ill effect. 
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AST month we considered some of the characteristics and 
nursing problems of patients with overactive behavior. 
The necessary control of such behavior has always been a 
social problem, but humane psychiatric approaches have 
brought about therapeutic implications in the form of specific 
treatments. We find the widespread use of tranquilizing 
drugs presently replacing former methods of physical and 
chemical treatments. Nevertheless, though less frequently 
prescribed, hydrotherapies and shock therapies are still 
considered useful in treating certain types of patients. Fur- 
thermore, the role of the nurse as a psychotherapeutic agent 
is becoming more clearly established. This should enable 
us to see the realistic need of using controlling measures for 
We might then note that 
deviant behavior originates in persons who have been unable 
to establish their own inner controls, or who have tem- 
porarily or more permanently lost the ability to do so. 

The care of mentally ill patients is increasingly being 
provided in general hospitals. Even though the preparation 
of all nurses for this area of nursing is now a general re- 
quirement throughout this country, changes are constantly 
taking place which make it necessary for us to reevaluate 
our approaches to therapy. To do this it seems important 
for us to assess our own feelings about discipline and author- 
ity and to identify those limitations in ourselves which pre- 
vent us from controlling the deviant behavior of patients. 
To illustrate some of the implications for effective nursing 
of overactive patients, who also show distoritions of think- 
ing, feeling, and acting, two case studies are discussed. 


patients in need of our care. 


Outburst of Violence 
Mrs. Young was brought to the psychiatric ward of a gen- 


eral hospital by three members of her family and a police- 
man who had been called to settle a dispute between the 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


talk it Over 


by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 
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patient and a neighbor. Mrs. Young had been irritable and 
excitable for several days before the outburst of extreme 
violence which was precipitated when a neighbor called 
to see if she could be of assistance. When the neighbor's 
offer was misconstrued to be a threat, Mrs. Young used 
abusive language and attacked the neighbor with her fists. 
The policeman identified the signs of aggression as those 
of an illness rather than of any transgression against the law. 
Through the district medical officer, he arranged for the 
patient's hospitalization for further observation, treatment, 
or disposition. 

Several nurses and attendants assisted in admitting Mrs. 
Young, who was so irascible that a medical order was se- 
cured to place her in one of the treatment rooms, sometimes 
called a “seclusion” or “isolation” room. There was only a 
bed in this room. Here Mrs. Young was far enough from 
other patients so that they could not be disturbed. She kept 
repeating, “You can't do this to me. I’m a citizen and | 
demand my rights. I'm here to prove free speech.” She 
paced back and forth without stopping, threw the mattress 
on the floor, tore the linen and made “jewelry” for her 
fingers and wrists. “See, here are my rings. You didn’t 
think I was married, did you?” Then she immediately 
jumped to another idea. “Say, aren’t you the girl from 
Texas? Sure you are.” She also tore strips from her gown 
and used them for hair ribbons. She talked a good deal 
about the equality of women and men and boasted that 
she had had plenty of sweethearts. 

The nurses learned that Mrs. Young was forty-five years 
of age. Sometimes they were misidentified as one of her 
friends or a relative. Her unpredictable actions at times 
took the form of dancing or swinging her hips; she talked 
continuously, except for occasional boisterous laughter. At- 
tempts were made to occupy her, but she was so distractible 
that her interest could be maintained only for very short 
periods of time. Tearing linen was the only form of destruc- 
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tion. Her attitude toward nurses and other personnel was 
generally one of cheerful acceptance. She was given seda- 
tion, bathed regularly, responded well to prolonged baths 
and tranquilizers, ate hearty meals, and within a w eek was 
read to participate in some of the activities with other 
patients. 


Bizarre Behavior 


The manifestations of overactivity in a man of 23, whose 
hospitalization had been preceded’ by a period of self-im- 

sed isolation were somewhat different. Mr. Storm re- 
turned from work one day and went to bed. Later he went 
into the living room, where he sat and stared into space. 
Occasionally, he spoke to his mother in a toneless voice to 
say that he had g given away military secrets which had caused 
sme soldiers to be killed (including his brother who was 
stationed in Alaska) and that “they ” were looking for him. 
He thought the food his sister brought to him was poisoned 
and threw it at her. 

The family physician was called to prescribe medication 
for a pain in his head. He had known the patient as a child 
to be seclusive and quite a “book worm.” The doctor now 
heard about Mr. Storm’s recent activities in gambling houses 
where he had become intimate with older unemployed men. 
When the physician noted the personality changes and ir- 
relevant speech and heard the reports of Mr. Storm’s odd 
behavior, he advised hospitalization and made the necessary 
arrangements for admission to a small private hospital. 

At first the patient spent most of the day lying in his room 
or sitting in one position staring into space. He responded 
when spoken to by repeating the last word of the sentence 
(echolalia) and rarely anything else. His behavior was not 
associated with a mood or feeling of well-being. Therefore, 
it was somewhat difficult for nursing personnel to make 
contact with him. He would weep without provocation at 
smething anyone else would have found cheering. At 
another time, he laughed when talking of a deceased younger 
brother. 

During the second day Mr. Storm became extremely 
tense and stuporous, and maintained an uncomfortable posi- 
tion in bed with his head slightly raised from the pillow and 
his eyes wide open and staring. He refused all food and had 
to be tube-fed. He once grasped the hand of a nurse as 
though in great desperation, but with no other visible sign 
of emotion. On running impulsively into the nearby solar- 
ium, he was brought back to his room, whereupon he 
pounded the furniture and screamed so loudly that he had 
to be placed in a seclusion room. 

Mr. Storm was resistive during the following day, oc- 
casionally repeating, “Those who are not afraid to live should 
not be afraid to die. I’m going to melt away.” He further 
added that the melting away had to do with the melting 
eyes of the nurse. Such literal interpretation was again 
demonstrated in a subsequent meeting of the medical staff. 
For example, when a physician pointed to his inability to 
choose and maintain a life goal by saying, “In other words 
you are unable to stand on your own two feet,” he imme- 
diately arose to show that he could. On the fourth day 
Mr. Storm was still restless and apparently fearful of an 
unseen presence whose voice he heard and to whom he 
spoke as if in answer to questions (autitory hallucinations). 

There was little change in his condition during the next 
few days. However, he maintained uncomfortable poses 
(waxy flexibility) for varied periods of time, or until some- 
one changed his position. He resisted all efforts to keep 
him clean, to feed him, and keep him clothed. 


Use of Seclusion 


The last two illustrations represent a relatively small 
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number of all hospitalized psychiatric patients. But these 
few require skilled nursing care, and the use of a secluded 
environment when this is prescribed. Other types of impul- 
sive or overactive patients also benefit from properly admin- 
istered seclusion. 

Since the use of seclusion is sometimes abused, we should 
consider its rightful place in the treatment of psychiatric 
patients. Seclusion is a form of isolation whereby a patient 
is confined to a room with only a bed. Seclusion is used 
as a therapeutic measure. Some overactive patients are 
helped by removing them from external stimulation: the 
isolation produces a sedative effect with or without a tran- 
quilizing drug or other chemical restraint. Even though a 
restricted space is helpful in allowing a patient to work 
off steam without injuring himself or others, it is also advis- 
able to use a larger space such as a gymnasium. 

State laws and hospital regulations determine the le- 
gitimate use of restraint and seclusion. The treatment is 
generally ordered by a physician for surgical or medical 
reasons, or to prevent a patient from injuring himself 
others. A patient is removed from seclusion when _ his 
behavior has been so modified that group participation may 
be safely renewed. 


Further Implications 


It is not always possible to avoid the implication that 
seclusion is a form of punishment. Some patients have an 
unconscious need to expiate their guilt feelings, whether 
or not these are justified. These patients will then behave 
in such a manner as to require seclusion and then view 
the confinement as punishment, which thereby frees them 
from guilt feelings. We should never lose sight of the fact 
that unless the use of seclusion is carefully regulated, it 
will be anything but therapeutic. It is a tempor ary restrain- 
ing measure for patients who have lost the power to be 
self-directing. 

Self-direction implies the ability to make appropriate 
socially sanctioned responses. Children lack this ability to 
do so as well as those persons who have failed. to develop 
intellectually or emotionally or, who have regressed to 
childish levels. For such persons some form of external 
control becomes necessary. One type of constructive control 
can be in the form of incentives through gratifying rewards. 
When an individual acts in socially unapproved ways, a 
distinction is made between behavior which is in conflict 
with the law and behavior representative of a personality 
distortion. However, there are those who feel that there is 
no real distinction in these two forms of behavior and that 
each requires an appropriate method for setting limits. 

The reaction which follows limit setting is determined by 
whether or not a person feels accepted by the one who 
inhibits his behavior. A secure nurse, who has learned to 
accept frustration and limitation as part of her own devel- 
opment, tends to be successful in modifying behavior with- 
out incurring counter-aggression or retaliation. The prohibi- 
tion may not always be understood by a mentally ill person, 
but the attitude of the person administering it is evaluated 
by the patient as reasonable or otherwise. Patients who have 
a good relationship with those who are caring for them have 
been known to request seclusion for an attack of irritability 
or excitement. 

The care of overactive patients is a challenge to the 
experienced and baffling to the inexperienced nurse. Though 
suicide is a possibility, the greater tendency is for the 
patient’s aggression to be turned on others. The nurse's 
approach is modified by what she knows about the patient, 
and the general characteristics of the illness, Thereby she 
anticipates the early signs of impulsiveness through knowl- 
edge of types of disorders generally associated with them. 


27 








Much has been said to uphold the idea that students who elect the 
basic nurse education programs differ in the types of attitudes 


which they bring to that program. The following study is devoted 


to this problem and its ramifications. 


STUDENT ATTITUDES: 


by BEATRICE BROOKS, R.N., Ed.D. 


URSING has long been imbued 

with a hierarchal structure which 
has fostered and reinforced the atti- 
tude of authoritarianism. It is a profes- 
sion of humanitarian endeavors, and 
persons entering the profession are as- 
sumed to be humanitarian in their 
approach to society. The nurse is 
looked upon by the general public as 
being a stereotype of the “woman in 
white” — a_ self-sacrificing angel of 
mercy. 

Each person in our society differs 
as a result of his association with a 
particular sub-group, which comprises 
his immediate environmental setting. 
From this diversified background of 
family, home, school, and community, 
one develops a composite of attitudes, 
which changes the perception of new 
experiences. It is with this diversified 
background that each student comes 
to a particular educational setting. 

Nurse educators have contended that 
the groups of students who select dif- 
ferent types of basic nurse education 
programs — diploma, associate degree, 
and _ baccalaureate—are basically dif- 
ferent in their attitudes. 

To determine the validity of this as- 
sumption, a study was done to ascertain 
the attitudes of entering students and 
the differences that exist between stu- 
dents in the various programs. Further, 
it was to determine what differences, 
if any, existed in the backgrounds of 
these groups in relation to the attitudes 
of authoritarianism, humanitarianism, 
and stereotypes. 

To compare various groups of stu- 
dents, a sample was selected with 
delimitations for sex, age, marital sta- 
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How They Differ 


tus, and previous experience in nurse 
education programs. The study groups 
were composed of 13 diploma schools 
with 614 students, 5 associate degree 
schools with 45 students, and 6 generic 
basic baccalaureate schools with 174 
students, making a total of 833 stu- 
dents in the total sample. The schools 
selected were those located in large 
metropolitan areas of northeastern 
United States. The students _partici- 
pating were single females, with no 
previous nurse education and a mean 
age of 18.5 years. The results of these 
comparisons were discussed in the first 
article of this series. 

The backgrounds of these students 
were compared, and the results re- 
vealed a difference in terms of socio- 
economic background, intelligence, and 
self-rating. Other factors investigated 
were religion, social dominance-sub- 
mission, and adjustment; no differences 
were demonstrated in relation to these 
factors. The students demonstrated a 
marked degree of social submissiveness, 
the largest number were drawn from 
those with Protestant affiliation, and 
had a good level of adjustment as in- 
dicated by the difference score on the 
Bills’ Scale of Index of Adjustment 
and Values. 


Significance of Study 


There is a wider significance in stu- 
dents’ attitudes when considered more 
fully. We do not know whether a trend 
toward authoritarianism is dominant 
among particular groups or is the same 
in all groups. Do particular types of 
programs tend to attract students with 


a higher level of humanitarianism? Are 
individuals with stereotype attitudes 
drawn to one type of program more 
readily than they are to others; or is 
there no significant difference? This 
study has answered some of these 
questions. 

Factors which contribute to authori- 
tarian, stereotype and humanitarian at- 
titudes may be manifold in nature, for 
example family, education, environ- 
ment, social status, and religion. 

An attitude is defined by Freeman! 
as a dispositional readiness to respond 
to certain situations, persons, objects, 
or ideas in a consistent manner which 
has become an habitual mode of re- 
sponse. Krech and Crutchfield? specify 
that an attitude is an enduring organi- 
zation of motivational, emotional, per- 
ceptual and cognitive processes with 
respect to some aspect of the indi- 
vidual’s world. They point out that 
attitude measurement, being neces- 
sarily indirect, can be accomplished 
for diagnostic purposes by a variety 
of means which utilize the behavior 
and immediate experience of the in- 
dividual. In measuring attitudes it 
must be noted that behavior and ex- 
perience are governed, in part, by the 
nature of the momentary situation. 
Attitudes cannot be seen and, there- 
fore, must be measured by either direct 
or indirect methods of measurement. 

This study is an objective approach 
to understanding the underlying pat- 
tern of attitudes that an individual 
demonstrates in response to a given 
set of stimuli. These stimuli, when 
disguised in an attitude questionnaire, 
are called indirect stimuli. The scales 
utilized for the measurement of the 
attitudes of authoritarianism, humani- 
tarianism, and stereotypes in the study 
were of this indirect type. 

Attitudes serve several important 
functions for the individual. They give 
continuity to his personality; they give 
meaning to his daily perceptions and 
activities; they serve in his attempted 
achievement of various goals.* Atti- 
tudes are likely to be more salient 
when they are newly formed, in a 
process of change, subjected to chal- 
lenge by other people, or when they 
are logically consistent with other 
newly developing attitudes.5 

Attitude measurement consists of 
assessing an individual's responses to 
a set of social objects or situations. 
The attitudes of authoritarianism, hvu- 
manitarianism, and stereotypes were 
measured by certain scales which have 
a high degree of validity and reli- 
ability: the F scale for measurement 
of authoritarianism,® scales developed 
by Eron? for humanitarianism, and 
Dressel and Mayhew’s® Inventory of 
Beliefs for stereotypes. These tests were 
of a pencil and paper variety. 
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Definition of Specific Attitudes 


Authoritarianism—for purposes of 
this paper—is considered in terms of 
social situations in which individuals 
high in authority are punitive and 
condescending toward inferiors, unre- 
ceptive to scientific investigation, less 
sensitive to interpersonal relationships, 
and prone to impose their own ideolo- 
gies upon others. These criteria are in 
accord with the definition of authori- 
tarianism specified in “The Authoritari- 
an Personality” by Adorno, et al.® 

Humanitarianism has been defined 
by Webster as “a regard for the inter- 
ests of mankind; benevolence; phi- 
lanthropy.” It has been further defined 
as the attitude of one who holds that 
man’s duty is limited to right-doing 
toward others and has an interest in 
the public welfare.!° 

Stereotype—the attitude shown by 
individuals whose responses are de- 
fensive, conforming, and resistant— 
as measured by the Inventory of Be- 
liefs developed by the “Cooperative 
Study of Evaluation in General Edu- 
cation.” 14 


Description of Measuring Scales 


The F scale and Eron’s humani- 
tarianism scale utilize weighted values 
of the Likert Summation Type. In this 
type of measurement, the individual’s 
choice is given a specific weighting 
and these values are then summed and 
divided by a constant for the given 
sale, which is then the score assigned 
to the scale. 

Generally scores of 3.5 to 3.8 are in 
the middle range of the authoritarianism 
sale and indicate neither strong demo- 
cratic tendencies nor strong authori- 
tarian tendencies. Scores above or 
below these values are considered as 
characteristic of individuals with au- 
thoritarian tendencies or democratic 
tendencies, respectively. 

Eron’s study utilized a similar seven- 
point scale for evaluating the degree of 
humanitarianism or non-humanitarian- 
im. The mean for humanitarianism 
achieved by the first year nursing stu- 
dent in his study was 5.64. Those fall- 
ing in the range from 4.0 to 7.0 are 
considered to be humanitarian, those 
below are non-humanitarian. 

The fundamental assumption under- 
lying the Inventory of Beliefs is that 
the objectives of general education can 
serve as a basis from which the model 
organization can define the characteris- 
tics of those persons who are most 
adaptable to the purposes of general 
education.12 The four areas included 
in the scale are ideas and institutions 
(ideocentrism); social groups (ethno- 


centrism); individual's interpersonal 
relations (sociocentrism); and _ self 
INE 1960 


TABLE | 


Pre Test Means for Authoritarianism 
Attitude for the Program Samples 











Program 
Associate 

Diploma Degree Baccalaureate 

N-614 N-45 N-174 
Mean 4.01 3.92 4.03 
Standard 

deviation .68 .65 .66 

Standard error 
of the Mean .027 .096 .050 





F not significant at .05 level of confidence 


(egocentrism). These four personality 
dimensions form the basis for the items 
in the scale. 

It was felt that the fundamental 
purposes of the Inventory of Beliefs 
could best be fulfilled by posing items 
with which mature individuals could 
disagree. However, as research was 
carried out with trial forms of the 
inventory, it was found that its greatest 
utility was in isolating a homogeneous 
group, which represented the antithesis 
of the mature, adaptive individual. 
The authors found that results could 
best be obtained by presenting only 
those statements to which a limited 
number of persons would agree. 


Results and Discussion 


The middle range of the F Scale, for 
the general population, is between 3.5 
to 3.8 which indicates that neither 
authoritarianism nor non-authoritari- 
anism attitudes exist. Those scoring 
above 3.8 on the scale are considered 
to be authoritarian in attitude. The pre- 
test means of the three program sam- 
ples are indicated in Table I. 

The means of each of the program 
samples fall within the authoritarian 
range of the scale, which indicate that 
the majority of entering students in the 
selected basic nurse education pro- 


grams are authoritarian in attitude. 

The pre-test means were compared 
by a simple analysis of variance. The 
results were not significant at the five 
per cent level of confidence revealing 
no significant differences in scoring 
between the three program groups at 
time of entrance. 

It had been anticipated that differ- 
ences would be demonstrated between 
the program samples. The results, how- 
ever, demonstrated that statistically the 
groups were drawn from a similar seg- 
ment of the population and were well 
within the authoritarian range of the 
scale. One cannot be certain that this 
trend would be evidenced if a larger 
portion of the population were taken. 
What direction these attitudes take as 
a result of experience in the particular 
programs will be considered in the 
next paper of the series. Given this 
set of attitudes at the outset of the 
educational career, there are three 
possible directions in which they may 
go: the level may decrease, it may re- 
main the same, or it may increase. 

Specific factors which contribute to 
this high level of authoritarianism at 
time of entrance can only be speculated 
upon at the present. Attitudes, in gen- 
eral, are a reflection of conditioning. 
The social dominance-submission scor- 
ing of these students indicated that, as 


TABLE Il 


Pre Test Means for Humanitarianism 
Attitude for the Program Samples 











Program 
Associate 
Diploma Degree Baccalaureate 
N-614 N-45 N-174 
Mean 5.69 5.45 5.69 
Standard 
deviation 50 52 57 
Standard error 
of the Mean .020 .078 .043 





Chi Square equals 23.992, df 10, P less than .01 
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as group, they came from a submissive 
portion of the general population. It 
may be relevant to speculate that this 
submissive group tends to reflect more 
rigid attitudes than do those from a 
more liberal background. 

The items included in the scale uti- 
lized for humanitarianism represented 
a regard for the interests of mankind, 
benevolence, and philanthropy. The 
majority of the scores obtained for the 
three samples at time of initial testing 
fell well within the humanitarian range 
of the scale. The means for the three 
samples on humanitarianism, at time 
of entrance, are indicated in Table II. 

The mean of each of the samples 
falls well within the humanitarian por- 
tion of the scale. To compare the pre- 
test score distributions, an extended 
Chi Square test for ‘k’ independent 
samples was utilized and revealed a 
significant difference between the three 
samples at the .01 level of confidence. 
The means were then compared to 
determine what this difference could 
be attributed to. The results of the ‘t 
test demonstrated no significant dif- 
ference between the baccalaureate and 
diploma samples. The mean of the 
associated degree sample was the low- 
est of the three samples, 5.45, and was 
found to differ significantly at the .05 
level of confidence from both the bac- 
calaureate and diploma samples. We 
may conclude from this evidence that, 
at entrance into their selected pro- 
grams, the samples demonstrate a sig- 
nificant difference in scoring on humani- 
tarianism. 

It had been anticipated that students 
entering nursing schools would demon- 
strate humanitarian attitudes. It may 
be generalized that a similar level of 
scoring would be evidenced in nursing 
schools throughout the country. The 
results of the pre-test indicate a high 
level of humanitarianism throughout, 
but a significant difference exists be- 
tween the samples. 

One might presume that most of the 
students entering nursing have a high 
regard for humanity and _ idealistic 
views of the way in which they would 
be functioning. Not all students enter 
nursing, however, because of a love 
for the profession. Some do so for 
realistic reasons such as monetary 
security, social status, family influence, 
etc. It would be of interest to investi- 
gate whether a_ relationship exists 
between level of humanitarianism, at 
time of entrance, and goal expectations 
from nursing. One might further specu- 
late that the lower level of humani- 
tarianism in the associate degree 
sample is indicative of a more realistic 
approach to the profession. 

According to the authors of the 
Inventory of Belief utilized for assess- 
ing stereotype attitude, those scoring 
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TABLE Ill 


Pre Test Means for Stereotype Attitude 
for the Program Samples 











Program 
Associate 
Diploma Degree Baccalaureate 
N-614 N-45 N-174 
Mean 62.74 65 64.08 
Standard 
deviation 13.89 14.81 12.33 
Standard error 
of the Mean .560 2.207 934 





Chi Square equals 30.973, df 24, P less than .05 not significant 


in the middle range between 49 and 
72 appear to adjust well to the general 
education curriculum, whereas those at 
the extreme ends of the scale tend to 
have difficulty in adjusting to subject 
matter. It will be noted in Table III 
that the means of the samples are 
within this range. 

The distributions of the three samples 
were compared by an extended Chi 
Square test for ‘k’ independent samples; 
no significant difference between the 
distributions was noted at the five per 
cent level of confidence. 

The conclusion drawn from this com- 
parison was that the samples did not 
differ and were well within the non- 
stereotype range of the scale. A high 
score on this scale reflected the atti- 
tudes of individuals who are _ inde- 
pendent, understanding, and adaptive. 
The results indicated that the students 
selected for study would do well in 
their course work and adapt to their 
new environment. 

In comparing the score of the nurs- 
ing students with those established for 
the validated scale, it was found that 
they scored at a level comparable to 
students in general education curricula. 
It would be expected that a similar 
group of students, delimited similarly, 
in other schools of nursing would score 
at a similar level at time of entrance. If 
the sample group was similar to the 
validated group at pretesting, it was 
anticipated that they would demon- 
strate further similarity on retesting. 


Summary 

The hypothesis being tested in this 
study was that freshman students would 
demonstrate differences in attitudes of 
authoritarianism, humanitarianism, and 
stereotypes at the time of entrance into 
the three different programs. The 
results indicated that the students did 
not differ with respect to levels of 
scoring on authoritarianism and stereo- 
types. In all three samples the level of 
authoritarianism was high; students 
tested in stereotype samples were well 
within the range of non-stereotype 


attitudes and it was concluded that 
they were able to do well in general 
education curricula. In only one atti. 
tude, humanitarianism, did the samples 
differ. Here it was found that all 
samples were within the humanitarian 
range of the scale, but that the associ. 
ate degree samples were lowest in level 
and significantly different from the 
other two samples. 

The final article of the series will 
concern itself with the first year of 
experience in the basic nurse educa- 
tion programs and the effect it has on 
the attitudes of students with respect 
to authoritarianism, humanitarianism, 
and stereotypes. It will also deal with 
the direction of change of these atti- 
tudes in relation to background factors. 
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THE BOOK SHELF 


by ANNA V. MATZ, R.N., B.S., M.A., M.P.A. 
Public Health Nursing Consultant, 
New York City Department of Health 








Roles and Relationships in Nursing Educa- 
tion—Viewpoints Expressed at the 1959 
Regional Conferences of Representatives 
of Nursing Service and Nursing Education, 
National League for Nursing, Inc., 10 
Columbus Circle, New York 19, N. Y. 
1959, 142 pages. Price $2.50. 


In the struggle to attain professional 
status, it has been obvious that the ob- 
jective and values of nursing education 
have been in conflict with the objectives 
and values of nursing service. While a 
certain amount of conflict and anxiety 
is inevitable, progress toward attain- 
ment of goals can only occur when areas 
of disagreement are recognized and 
vompromises are made by all concerned. 
As Dr. Harry W. Martin states: “If we 
examine the issues presented by having 
a nursing school and a nursing service, 
each independently organized but func- 
tioning in the same hospital, we will 
see that they are mainly inter-organiza- 
tional problems.” He further states that 
while the two are formally separated 
by organizational structure, each can be 
viewed as an independent, task-oriented 
group seeking to attain their individual 
goal. These two statements merit further 
analysis and study. 

The papers presented at this con- 
ference relate to specific problems as 
seen either from the nursing educator’s 
and from the nursing administrator’s 
points of view. They need careful study 
and re-reading to comprehend their im- 
plications for both nursing service and 
education. While it is generally agreed 
that nursing education rightfully be- 
longs to an educational institution, it is 
the practice field that seems to consti- 
tute a great area of conflict. A question 
that does not seem to be answered is 
“Should service personnel be employed 
on teaching staffs of universities and 
colleges?” And “Should schools of nurs- 
ing provide internships and be free to 
select students from universities?” 

All professional nurses whether en- 
gaged in service or education will find 
this book informative and well worth 
reading. 


Premature Babies—Their Nursing Care and 
Management. By A. K. Geddes, M.D., As- 
sociate Professor Pediatrics, McGill Uni- 
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versity, Montreal; Physician, Montreal 
Children’s Hospital, Montreal; formerly 
Pediatrician-in-chief, Royal Victoria Hos- 
pital, Montreal, W. B. Saunders Company, 
Philadelphia and London, 1960, 215 pages. 
Price $4.50. 


Prematurity is a leading cause of neo- 
natal mortality. The nursing care and 
management of the premature infant 
requires infinite patience, understand- 
ing and special skills. The authes very 
ably describes and explains the p'tysical 
and emotional characteristics of these 
infants, as well as their ability to cope 
with the challenge of their new en- 
vironment. Because of poor resistance 
to infection, the premature infant is 
more susceptible to the development of 
impetigo, furunculosis, and other skin 
and mucous membrane lesions. The 
nurse needs to be alert to these and 
other common emergency situations 
such as cyanosis and respiratory failure. 

The primary objective of this text is 
to guide the professional nurse engaged 
in the care of premature infants. The 
text is well organized and the literary 
style is interesting and informative. The 
contents consist of twenty-six chapters 
which are devoted to structural and 
physiological conditions as well as 
chapters on infections, congenital anom- 
alies, jaundice, bleeding, birth  in- 
juries, retrolental fibroplasia, vomiting 
and diarrhea. In addition there are spe- 
cific chapters describing equipment in 
the premature unit, nursing techniques 
and care of the premature infant in the 
home. The text is also an excellent 
source for reference. 


The Practical Nurse—Textbook of Nursing. 
By Kathryn Osmond Brownell, R.N., B.S., 
Member of Committee, Brooklyn Young 
Women’s Christian Association, School of 
Practical Nursing, Brooklyn, New York; 
Formerly Director, Trained Attendant Pro- 
gram, State of Connecticut, Department of 
Education, Bureau of Vocational Educa- 
tion, State Trade School, New Britain, 
Connecticut; Member of the Connecticut 
State Board of Examiners for Nursing and 
Vivian M. Culver, R.N., B. Ed., M.Ed., 
Executive Secretary and Educational Con- 
sultant, North Carolina Board of Nurse 
Registration and Nursing Education; For- 
merly Director of Nursing Education, 
Broadlawns Hospital School of Nursing, 


Des Moines, Iowa; Educational Director 
and Instructor, Christ Hospital School of 
Nursing, Topeka, Kansas with a Foreword 
by Amy Viglione, R.N., M.A., fifth edition, 
illustrated, W.B. Saunders Company, 
Philadelphia and London, 1959, 899 pages. 
Price $6.00. 


This comprehensive text on practical 
nursing focuses on the patient and upon 
the application of principles to related 
tasks. The orientation to practical 
nursing and community health covers 
historical events important to practi- 
cal nurse students and the present-day 
philosophy concerning health and health 
programs. The emphasis throughout is 
placed upon the individual patient, his 
needs, how to recognize them and how 
to plan and render continuous nursing 
care in the light of his needs. 

The text is organized into fourteen 
units: Unit One—The Role of a Student; 
Unit Two-—The Practical Nurse in 
Nursing: Unit Three—Relationships of 
Health to Nursing; Unit Four—Body 
Structure and Function; Unit Five— 
Prevention and Control of Illness; Unit 
Six—Nutrition in Relation to Health 
and Illness; Unit Seven—Administration 
and Action of Drugs; Unit Eight—Nurse 
Care in General; Unit Nine—Nursing 
the Mother and Child; Unit Ten—Nurs- 
ing the Elderly; Unit Eleven—Nursing 
in Medical-Surgical IlIness; Unit Twelve 
—Nursing the Mentally Ill; Unit Thir- 
teen—Nursing in Emergencies and Dis- 
aster; Unit Fourteen—Nursing in the 
Home. There is a summary at the con- 
clusion of each chapter. In addition 
there are two appendices, one relating 
to common abbreviations used in rela- 
tion to medications and treatments and 
the other consisting of medical termi- 
nology, books for reference and glos- 
sary. 

This fifth edition has been com- 
pletely revised and rewritten. The liter- 
ary style and format are excellent and 
it is easy to read. The subject material 
is up-to-date and reflects current think- 
ing and philosophy in nursing care of 
patients. It is an excellent text for use 
in schools of practical nursing and for 
in-service education programs by pub- 
lic health nursing agencies employing 
practical nurses. 
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(continued from page 5) 


United States Public Health Service to 
sustain a three-year project to investi- 
gate problems of the mental patient in 
the community, and to train public 
health nurses in mental health research 
methods. Ruth E. Rives and Dr. John 
H. Cumming are the project’s chief 
investigators. 


Appointments and Citations 


Citation Presented — Mrs. Henrietta 
Adams Loughran of Boulder, Colorado, 
and Advisory Board member of Nurs- 
ing World, has been presented with a 
certificate of Appreciation from the 
Secretary of the Army, Wilber M. 
Brucker, for her contribution of service 
to the Women’s Army Corps. The pres- 
entation was made on March 31, 1960 
by Major General Thomas N. Griffin, 
Commanding General of the 16th U.S. 


Army Corps. 


Summer Courses 


Courses at Wayne University—Summer 
courses for professional nurses are being 
offered at Wayne State University in 
Detroit, Michigan. One course entitled 
Evaluation of Nursing Care in a Clinical 
Setting will be given from June 27 to 
July 8; and a second session will be 
given from July 11 to July 22. The same 
course dates go for a course called 
Organizing the Nursing Service for Im- 
proved Patient Care. 


One-Week Workshops—Workshops will 
be given for school nurses in Riverside, 
California, from June 21 to June 28; in 
Los Angeles, Calif., from July 5 to 
July 12; and in San Diego, Calif., from 
July 13 to July 21. The workshops are 
sponsored by the UCLA School of 
Nursing and University Medical Ex- 
tension. Information on the Los Angeles 
and Riverside workshops are available 
from Medical Extension, UCLA Medical 
Center, Los Angeles 24, Calif. San 
Diego applicants should contact Uni- 
versity Extension, 1221 Fourth Street, 
San Diego 1, Calif. 





Nursing—As Others See It 
(continued from page 7) 


ing Nurse Association of Boston, Mass., 
through a comely and competent 
representative, twenty-four-year old 
Barbara Lloyd. An attractive pictorial 
story follows this conscientious nurse 
on her rounds into the homes of some 
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of her patients. She is seen offering 
prenatal instruction, administering 
pediatric care and nursing the aged. 
The article describes her as “bright and 
beautiful and nursing is her whole life.” 

A graduate of Simmons College 
School of Nursing in 1958, Miss Lloyd 
visits six to a dozen patients a day on 
her present job. She lists her sole rec- 
reation as singing weekly with the 
Massachusetts Institute of Technology; 
the same night, she also dates while the 
rest of the week she studies or works. 

The article cites the excellent care 
provided by the VNA of Boston. It men- 
tions that the success of such an organ- 
ization can be attributed to the “loving 
care” demonstrated by nurses like Miss 
Lloyd. 

Perhaps Barbara Lloyd herself best 
sums up her feelings about nursing 
when she declares: “All I do is what I'd 
want others to do for me if I were sick.” 





Air Force Nurses . . . 
(continued from page 17) 


Week-end travelling about Europe is 
possible because distances are short 
from centrally located Wiesbaden. 
Nurses utilize regular travel, travel bu- 
reaus, sponsored tours, or hops with the 
Air Force. “Weekend travel is a big 
morale factor,” Lt. Col. Brimmer be- 
lieves. 

But even eating in German cafes or 
attending a nearby wine festival has 
endless charm. Shopping in town or on 
travels offers tantalizing bargains. 
Nurses who are buying foreign cars 
will be allowed free transportation of 
one car back to the States. 


Health Care 


Medical, nursing, and dental care are 
provided for Air Force nurses, just as 
for all military personnel. “This area 
has no special health problems for 
nurses,” Lt. Col. Brimmer says. “When 
our nurses are sick, they see a doctor 
in out patient service and are referred 
as necessary to special services. We pre- 
fer to have them in the hospital for 
anything more than a simple cold, to be 
sure they get proper attention.” 


Present and Future 


With wide opportunities for profes- 
sional growth, cultural development, 
and unusual fun, U.S. Air Force nurses 
find Wiesbaden Hospital a prize as- 
signment. They give bedside nursing 
care in the hospital with keen interest, 
maintaining skills and information at a 
high level and giving untiring consid- 
eration to their patients. 


Nursing As Nurses See It 


(continued from page 6) 


Seven Recommendations 


Mrs. McManus has made certain ob- 
servations based upon the seven recom- 
mendations the Sub-Committee has 
proffered. 


1. “Comprehensive Nursing Education” 
Making it compulsory for those who 
are preparing for the nursing profession 
to first prepare as practical nurses has 
several negative aspects. First, admis- 
sion requirements for a professional 
nursing program are higher and more 
specific than those for the practical nurs- 
ing program. Hence many persons who 
wish to enter the L.P.N. category would 
become discouraged by competition 
with those persons having the requisites 
to go beyond the P.N. qualifications, 
Secondly, it has been found that the 
highest attrition rate in a particular 
P.N. program was among students who 
had the “intellectual capacity for deeper 
study than the courses called for.” “A 
major problem faced by nursing today 
. is attracting into the present pro- 
grams the caliber of young person who 
can go on to secure the preparation 
needed to provide the nurse leadershi 
. required to cope with the problems 
involved in filling the mounting bedside 
nursing demands.” In conclusion, Mrs. 
McManus firmly asserts that “bedside 
nursing ranks can neither be filled nor 
will bedside nurses serve satisfactorily 
unless or until we can provide a much 
greater number of capable administra- 
tors, teachers, and specialists than we 
now have.” 


2. “A Master Plan for Nursing Educa- 
tion” 

Mrs. McManus is in total agreement 
with the intent of the Sub-Committee’s 
recommendation that “The Board of Re- 
gents of the State of New York should 
evaluate the nursing educational facili- 
ties of the State to determine which 
schools should be closed, consolidated, 
or expanded, or when and where new 
schools should be established.” But she 
adds, .. . “The report of a study group 
whose work was authorized by the Re- 
gents of the University of the State of 
New York is, in fact, a blue print for 
action and perhaps the best “Master 
Plan’ that could be formulated at this 
time.” 


3. “Relaxation of Rules and Regula- 
tions” 

“By recommending that teachers of 
nursing should not be required to have 
a B.S. degree ‘until the supply of nurses 
more closely approximates demand’ the 
Medical Sub-Committee not only pro- 
poses to set the clock back but—if the 
recommendation were adopted and the 
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standards ‘relaxed’ more than they are 
now—recruitment and attrition problems 
would doubtless increase.” It is not 
simply a matter of prestige or position. 
It is a question “of providing teachers 
who can prepare students adequately 
for the complexities of today’s nursing.” 
4. “Recruitment of Nurses” 

The Sub-Committee’s desire that all 
“nurse recruitment activities center in 
a state office . . . would be a matter to 
be decided between the Recruitment 
Committee of the State League for 
Nursing (since the National League 
heads up recruitment activities) and 
other interested groups in the State. 
Again, presumably, any intensified co- 
operation would be a step in the right 
direction.” But, Mrs. McManus goes on 
to qualify, “Successful ‘recruitment’ 
must go deeper than publicity and in- 
formation can . . . Better quality teach- 
ing in schools of nursing . . . might do 
more to build up enrollment in schools 
of nursing than hundreds of thousands 
of dollars worth of recruitment litera- 
ture.” 

5. “The Utilization of Nurses” 

The methods suggested by the Sub- 
Committee on this topic, says Mrs. Mc- 
Manus, “scarcely promise to be effec- 
tive . . . Since the Sub-Committee ob- 
served that utilization of personnel is 
better the smaller the hospital, they 
might also have noted that the smaller 
units require the least administration. 
The number of large hospitals, how- 
ever, and their rapid growth are creat- 
ing needs for capable nurse administra- 
tors so real and so pressing that the 
nation cannot wait for their spontane- 
ous emergence from the ranks.” Speak- 
ing from experience, “employing hos- 
pital administrators reported that they 
wanted up to 50 per cent more nurses 
with baccalaureate degrees, and up to 
44 per cent more with masters degrees.” 
6. “Nursing Salaries” 

The Sub-Committee’s desire to have 
incentive wages and bonuses offered in 
more nursing institutions “is commend- 
able in spirit but practical only in part.” 
Merit, as such, is practically immeasur- 
able. “The ANA recommends automatic 
salary increases over a period of years 
on the assumption that the nurse be- 
comes more valuable to the employing 
institution the longer she stays—would 
not, in fact, be permitted to stay if she 
were not giving satisfactory service. If 
the hospital wishes to reward merit over 
and above the recommended range of 
increase, the ANA definitely approves, 
but finds that in practice such rewards 
are seldom forthcoming.” 

7. “The Cooperation of All Interested 
Groups” 

This last recommendation of the Sub- 
Committee’s reads: “It is evident that 
there is no single or simple remedy for 
the nursing shortage; that regardless of 
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policies, plans and attitudes, hospitals, 
doctors, and the public will have to ad- 
just to a type of nursing care that falls 
far short of the standards of the 1930's. 
But it is also evident that the public 
will not indefinitely tolerate policies 
that deny it needed nursing care.” To 
this statement, Mrs. McManus replies: 
“Few patients today would tolerate or 
profit from the nursing care of the 
1930’s that the Sub-Committee choose 
to vaunt.” 

Where the Sub-Committee suggests 
the elimination of hospital schools. 
Mrs. McManus supplies a statement by 
the New York State Resources study 
which brought about the Sub-Commit- 
tee’s report. The statement reads: “The 
hospital schools of nursing have carried 
the lead in preparing the nation’s supply 
of professional nurses; and nothing 
should be done to damage the quality 
and prestige of such programs.” 


Conclusion 


Mrs. McManus’ concluding _para- 
graph seems an apt summing up of the 
situation. She states: “Whether or not 
the present doctor-nurse ratio is here 
to stay, the fact remains that most phy- 
sicians today are so engrossed with the 
scientific aspects of their work as to 
wish to turn over to nurses a very large 
share of the social-human aspects of 
medical care. To what extent such trans- 
fer of duties is in the best interests of 
patient and society and how the con- 
sequences of such transfer may be met, 
are questions which can be answered 
only if doctors, nurses, perhaps other 
health professionals, and public face 
them together. Expediency and com- 
promise are not the answer to the di- 
lemma of nursing in 1959, or in 1960 
and the years to come.” 





The Lamp... 


(continued from page 9) 


available for all who really seek them. 
Students, beginning their education in 
collegiate schools of nursing, enter gen- 
eral education courses in fundamental 
science and arts subjects. They learn 
the science of nursing under conditions 
which make systematic and critical 
examination of nursing theory and 
practices possible. They are taught to 
think and act for themselves. Their 
teachers are experts in particular fields 
of their interest with ability to guide 
the student toward a continuing search 
for knowledge and skill in her chosen 
profession. 

Qualities of leadership are stressed 
but the young college graduate is pre- 
pared only for a first-level position as a 
general practitioner of nursing. She will 
need experience and advanced prepara- 
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tion if specialization is her goal. 

Students who graduate from diploma 
schools and who later wish to advance 
to positions of leadership and special- 
ization, supplement their basic profes- 
sional nursing education in general 
nursing programs leading to the bac- 
calaureate degree which may be later 
followed by clinical specialization on 
the master’s level. 

Administrators and supervisors of 
nursing seek college programs which 
stress managerial skills or give advanced 
professional education in clinical special- 
ties. The administrator wants breadth 
of background in behavioral and social 
science areas related to health services 
with opportunity to critically examine 
the current practice of clinical nursing 
in various types of institutions. She 
wants to know how skilled nursing is 
being practiced although she will have 
little or no opportunity to qualify or 
to serve as an expert in any of the 
clinical nursing specialties areas. 

Clinical specialists who plan to serve 
as teachers or nursing service super- 
visors concentrate upon one special field 
in nursing, accompanied by study in a 
related social or natural science. They 
also need understanding of administra- 
tive problems and the limitations that 
may be placed upon their own activities. 

Professional nurses who cannot be- 
come full-time students in college pro- 
grams add to their knowledge by indi- 
vidual study or by group conferences 
encouraged through their employers. 
They may also become part-time college 
students taking extension courses. 
Where educational opportunity is made 
available to nurses, they grasp it in 
increasing numbers. For example, Colo- 
rado State Board figures show that more 
basic nursing students (pre service) 
were graduated in 1959 with baccalau- 
reate degrees than with diplomas. In 
1956-57 there were 70 graduate nurses 
who completed requirements for the 
baccalaureate degree in general nursing 
and 20 with Master’s degrees, as re- 
ported in “Nurses for the West.” Later 
figures are not available. 

If such opportunities are to be read- 
ily available, nurse educators have 
the responsibility for developing the 
various programs of study, systematiz- 
ing the learning opportunities, and 
studying methods of improving nursing 
theory and practice. There must be as 
many masters of the science and art of 
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nursing on the faculty of a college or 
university school of nursing as there are 
areas of specialization. For them and 
their students, The Lamp must become 
an incandescent light. 


Summary 


What can be said in support of the 
three main points of view from which 
we have looked at the controversy about 
The Lamp? 

From the beginning of the century, 
leaders in the nursing profession have 
recognized the need for a division in the 
levels of work for which the profession 
is held responsible. Progress toward 
differentiation and specialization of ac- 
tivities at the bedside and through the 
head nurse supervisor and administra- 
tive levels has been accelerated through- 
out the past thirty years. Members of 
the profession recognize that more diffi- 
cult and complex tasks must be left in 
the hands of those who have the know!- 
edge and skill to perform them most 
effectively. They also recognize that 
routine procedures, which can be car- 
ried out by following directions easily 
learned through a short period of train- 
ing, may safely be delegated to assist- 
ants who are guided by the profession- 
al nurse’s observation and judgment. 

The basic principles upon which safe 
and effective plans for nursing care are 
developed are the foundation of modern 
science and art of nursing and they can- 
not be learned in a briefing session. 
Once learned through prolonged study 
and application, they must be continu- 
ously analyzed, tested, and adjusted as 
knowledge in all the health sciences 
progresses. Ralph W. Tyler, Director of 
the Center for Advanced Study in the 
Behavioral Sciences, speaking on the 
subject, “Changing Horizons in Nursing 
Education,” said, “Whenever a member 
of any profession meets his tasks in 
terms of routine procedures, for him 
the occupation is no longer a profes- 
sion. 

This means that the nurse at all levels 
of responsibility needs to practice up 
to the limit of her ability and education. 
Her skilled observations and judgments 
should be voiced and, if need be, de- 
fended. She must write to describe her 
experiences and add to her own pro- 
fessional knowledge and skill by con- 
ducting experiments for the improve- 
ment of nursing service to people, or 
designing and carrving out nursing re- 
search as the chief investigator of nurs- 
ing problems. 

The Lamp, which for nurses sym- 
bolizes knowledge and the ability and 
will to use it in effective service to peo- 
ple, will remain in our hands and light 
our way as long as we keep it filled and 
its wick trimmed and ready for lighting 
by each new generation of nurses. 
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STAFF NURSES—430 bed general hospital, 
JCHA accredited. All clinical areas. Salary $320. 
to $400. per month days; $340. to $420. per 
month evenings and nites; automatic annual in- 
creases; credit given for previous experience. 40 
hour, 5 day week; paid overtime, holidays, vaca- 
tion and sick leave. Excellent opportunities for 
promotion. Active orientation and in-service edu- 
cation pregram. Living quarters available if 
desired. Write to: Director of Nursing, The 
Charles T. Miller Hospital, St. Paul 2, Minnesota. 


NURSE, established Vermont Girl’s Camp, July 
& August. $600. Write Herbert Brill, 50 Broad- 
way, New York 4, N.Y. 


NURSES: Supervisors and Team Leaders. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D. C. 40-hour week; merit in- 
creases ; retirement plan. Accept graduates prior 
to registration. Nearby universities for con- 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda 14, Md. 





BARNES HOSPITAL: Offers an 18-month sup- 
plementary course in anesthesia to registered 
graduate nurses. Theoretical requirements of 
the American Association of Nurses Anesthetists 
met. Helen Vos, R.N., B.S., Educational Direc- 
tor. Clinical training includes all techniques and 
procedures. Stipend provided. For further in- 
formation write Mrs. Dean Hayden, Director, 
School of Anesthesia, Barnes Hospital, St. Louis 
10, Mo. 


OBSTETRICAL SUPERVISOR Responsible for 
the administration of a 53-bed obstetrical unit 
consisting of a delivery room and two floors. 
Present hospital has 575 beds. Starting a $2,500,- 
000 building in the Fall which will house an 
entirely new obstetrical unit. Department has 
full time obstetrical instructor. Large school 
with no recruitment problem. Salary $4740 with 
six month increases to $5340. Retirement plan in 
addition to Social Security. Hospital pays 5% 
of salary into fund and employee 3%. After 5 
years of service, Hospital provides a life in- 
surance policy for the employee equivalent to a 
year’s salary. Hospital pays the policy. Other 
liberal personnel policies and attractive living 
and teaching facilities. Each room in the resi- 
dence has its own bath and shower. Hospital 
located in a beautiful 40 acre park. Community 
has many cultural opportunities. One college in 
city. Four universities have extension center or 
extension courses in the city. Qualifications: 
Baccalaureate Degree and past supervisory ex- 
perience. Apply: Director of Nurses, The Read- 
ing Hospital, Reading, Pa. 





PEDIATRIC INSTRUCTOR To teach in clinical 
area. Two pediatric instructors in Department. 
There are 25 full time nurse instructors. Science 
is taught by Albright College, School being en- 
larged and size of faculty increased. School has 
full accreditation by N.L.N. with no recruitment 
problem. Hospital has 575 beds and is in an 
expansion program. An entirely new pediatric 
department will be in the new building startin, 
in Fall. Salary $4740 with increases to $5340. 
Starting salary $4980 for qualified instructor 
with two years teaching experience. Retirement 
plan in addition to Social Security, Hospital 
pays 5% of salary into fund and employee 3%. 
After 5 years Hospital provides a life insurance 
policy for employee equivalent to one year’s 
salary, Hospital pays the policy. Other liberal 
personnel policies, attractive working conditions. 
Each room in the nurses residence has its own 
private bath and shower. Hospital located in a 
beautiful 40 acre park. Community has many 
cultural opportunities. One college in city. Four 
universities have extension center or extension 
courses in city. Qualifications: Baccalaureate 
degree with courses in Nursing Education. 
Apply: Director of Nurses, The Reading Hospi- 
tal, Reading, Pa. 


WORK OVERSEAS: Nurses and technicians are 
needed by American companies with overseag 
projects. Booklet tells how and where. Price $1, 
Satisfaction guaranteed. Free booklet on retire 
ment in economical Mexico with each order, 
Publisher Rathe, Box 1284, San Pedro, Calif, 


CLINICAL INSTRUCTOR to teach a portion of 
Medical & Surgical Nursing. School of Nursing 
enlarging, increasing size of faculty. Ten other 
full time Medical and Surgical instructors with 
no administrative responsibilities. Also two ful] 
time Dietician instructors in the Department, 
575-bed Hospital with an expansion program, 
Two intensive care units in new building to be 
started in the Fall. School has full accreditation 
from N.L.N. There are 25 Nurse Instructors, 
Science taught by Albright College. Salary $4749 
with increases to $5340. Starting salary $4980 
for qualified instructors with two years teaching 
experience. Retirement plan in addition to Social 
Security, Hospital pays 5% of salary into fund 
and employee pays 3%. After 5 years Hospital 
provides a life insurance policy for employee 
equivalent to one year’s salary, Hospital pays 
the policy. Other liberal personnel policies, at- 
tractive working conditions. Each room in 
nurses’ residence has its own bath and shower, 
Hospital located in a beautiful 40 acre park, 
Community has many cultural opportunities, 
One college in city. 4 Universities have exten- 
sion center or extension courses in city. Qualifi- 
cations: Baccalaureate degree with courses in 
Nursing Education. Apply: Director of Nurses, 
The Reading Hospital, Reading, Pa. 


SCIENCE INSTRUCTOR to teach Anatomy and 
Physiology Laboratory. Lectures given by Al 
bright College Professor. School has two nurse 
instructors to teach the laboratory portion of 
the course. One class a year accepted. Science 
instructors assist with Medication supervision in 
the Spring. 575 bed Hospital with a $2,500,000 
expansion program. Teaching and laboratory fa- 
cilities excellent. School has full accreditation 
from N.L.N. There are 25 nurse instructors on 
faculty. Salary $4740 with increases to $5340, 
Starting salary $4980 for qualified instructors 
with two years teaching experience. Salary for 
assistant instructors $4380 to $4740 with op 
portunity for promotion to full instructor in 
Science department. Retirement plan in addition 
to Social Security Hospital pays 5% of salary 
into fund and employee pays 3%. After 5 years, 
Hospital provides a life insurance policy for 
employee equivalent to one year’s salary, Hospi- 
tal pays the policy. Other liberal personnel 
policies, attractive working conditions. Each 
room in Nurses residence has its own private 
bath and shower. Hospital located in a beautiful 
40 acre park. Community has many cultural 
opportunities. One college in city. Qualifications: 
Baccalaureate degree with Course in Nursing 
Education. Apply: Director of Nurses, The 
Reading Hospital, Reading, Pa. 


OBSTETRICAL INSTRUCTOR no administra- 
tive responsibilities. Department has Obstetrical 
Supervisor to assist with clinical teaching, 
School is being enlarged and size of Faculty 
increased. Full accreditation from N.L.N. Large 
school with no recruitment problem. 25 fall 
time nurse instructors. Science taught by Al- 
bright College. Hospital now has 575 beds and 
is in an expansion program. Entirely new obstet- 
rical department in new building to be started 
in Fall. Salary $4740 with increases to $5340. 
Starting salary $4980 for qualified instructor 
with two years teaching experience. Retirement 
plan in addition to Social Security, Hospital 
pays 5% of salary into fund and employee pays 
3%. After 5 years, Hospital provides a life 
insurance policy for employee equivalent to 
one year’s salary, Hospital pays the policy. 
Other liberal personnel policies, attractive work- 
ing conditions. Each room in nurses residence 
has its own private bath and shower. Hospital 
located in a beautiful 40 acre park. Community 
has many cultural opportunities. One college in 
city. 4 universities have extension center or 
extension courses in city. Qualifications: Bae- 
calaureate degree with Course in Nursing Edu- 
cation. Apply: Director of Nurses, The Reading 
Hospital, Reading, Pa. 


HIGH CALIBER REGISTERED NURSES—We 
need good nurses interested both in latest sci- 
entific therapy and old-fashioned warm care 
patients with cancer and allied diseases. Teach- 
ing and research center offers valuable experi- 
ence. Adequate staff of top nurses maintained. 
University-affiliated inservice education; access 
all NYC educational programs. Good 
preparation required; learn specialty here where 
patients receive active surgical-medical-radiation 
therapy. Not a chronic disease hospital. Effec- 
tive September 1960, Staff Nurses: day $366-409 
month; evening $421-$464; night $410-$453. 
Head Nurses, $422-$467. 4 weeks vacation; 1% 
pay for overtime; Blue Cross paid; uniforms 
laundered. Minimum rotation. Furnished ap 
ments available through Housing agent. New 20 
story apartment house overlooking East River 
opens December 1961. Suture Nurses: base 
salary plus % pay for on-call. Thelma Laird, 
R.N. Director of Nursing, Memorial-Sloan-Kee 
tering Cancer Center, 444 E. 68 St., N.Y.C. 2b 
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